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A State Implementation Crant Program (SIG) project 
coordinated an interagency approach to services for handicapped 
children, from birth to 3 years of age, in Maryland. A SIG panel was 
established from representatives of public and p^rivate agencies and 
consximers. The panel first identified existing services for the 
population (the matrix of services is appended) , then noted major 
problems or issues in providing services (involving child 
identification, screening, assessment, and training)^^ A symposium on 
infant services was held, and a needs assessment survey of local ^ 
schools undertaken. Other activities performed included development 
of an early childhood concept paper (appended), review of educational 
materials* related to infant services, and efforts to involve other 
agencies in child find and intervention tasks. Copies of agreements 
with other agencies are appended. The SIG project resulted in a draft 
state plan (appended) regarding feducational services for handicapped 
children f^m birth to age: 3 and recommendation^^f or achieving the 
stated goals and objectives. iCL) \ 
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^ • . Fim REPORT 

. * STATE IMPLEMENTp?riON GRANT 

MA5JOR ACCOMPLISHMENTS ' • 
A. Introduction 

■ In FY '81, the Maryland Stdte Department of Education was 
awarded a one-year State' Implementation Grant (SIG) from the U.S. 
Office, of Special Education to support planning activities 
relatied to educational services for young harldi capped childrent 
This grant enabled the Maryland State Department of/ Education-, _ 
Division'df Special Education, Progran^ Assistance' and Developmertt" 
Branch, to initiate the interagency collaborative activity for 
the development of a comprehensive plan for ensuring t^uality 
service? for handicapped children 0^3. This mission was 
^especially timely as FY '81 {September 1,4^80) marked the ^ , 
beginning of mandcted s,ervices to the birth to age three 
• population under 'COMAR 13A.05.01. Prior to this date, some of 
tha state's 24 local sthool systems were, providing some degree of 
services to thi§ age group*, thus demonstrating local support to 
the state's commitment to early identificatjj)n and a'pproprial;e 

« d — . * ^ 

special edutatioji at the earliest possible time. ^ 

The' planning process for this project was guided by the- 
working draft of Comprehensive Statewi de Planning; A Reference 
G uide for Planning Services foh Preschool Children with_Specia1 
Needs drafted by SIG Project Directors, Handicapped Children's 
\. Early Education Program (HCEEP) Technical A,ssmance Staff, and 
, Federal Project Officers. The following steps 'were Implemented: 



' ■ ^- Oefi nit i Off. of Problem 

- Ana1ysis,.dir Pr^oblemv , / - 

,Bj:?planD3jig„,-%Jiler^tif^^ 

.. ..--y R'^sources' "for Pliiining 
' - Securing of Administrative CoiTBjItment 
■ - Identification of Participants - . 



• * — 



Plan ' w fleets Assessment . , 

Development, - Probleitf 'Consensus • . ' 

: - priorities 

■-^ f . - Formal ated Goals and Objectives , > ' 

-. - - Specify Tasks ' ' ' " 

■ ' . ■- t . - , - - ^ • • 

The planning -process as well as the implemeritation of fhii 
grant was significantly aided by the. support, assistance and 
guidance of 'sglected staff from the Johns Hopkins University. 
^ As' the<res"burces available'to proyjdj sp^ciallz^ services, 
to this target population Parted. markedly among the LEAsi the- 
'need for the state and key 1iuman sem&«^eli very agencies to' 
give direction. became apparent^ School supeHntendents , 
"<flTectors of special education, state ^nd^ 1 ocal school board ; 
members, medical social services, and col'lege-and university- 
prof essionaH> Parents and advocacy groups iought inforniati>on and 
clarification of issues regarding the education of handicapped 
infants. Sorne of the issues raised are i;ef1ecti3/e of the 
embryonic stage of early intervention for handicapped children, 
and cannot be definitively resolved given the. current statr of - 

research and knowledgg-; . Hbweverf ji eye ral critical ^^ssiiesWre* ) 

r^- * \ . / r : > .V* 

targeted for capeful consideration by an interagen^ consulting - 

group -tn tan attempt to bu^Jd a framework upon wlitch loc^l school 
. * ^ *' ' " ' - " . 

systems. couVd support quality early Intervention programs. 
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B. State Implementation Grant' Consultant Panel - 

The first st^ge of FY '81 SIG planning activities resulted in 
the identifTcation df agencies whos6 functions were considered to* 
have the potential- for Si/nificant impact cfn the quality of life 
and developmerttal .potential of >handicapped infants.. 'Key . . 
Individuals from three "specific agetciies were selected Based on 
/ the?(r* professional expertise and authorization by. the policy-^ 
making administration of each agency. Th6 state agencies 
parti cf pating wsref-i: 

^ •' . ■ 
Maryland SSlite Departm^ of Education (MSDE).- 
Maryland 'state Depa}\tmen^ of -Health and' Mehtal ^Hygiene 

■ .(DHMH), •• ' ' . ' ' 

\Maryland State Departme.nt of. Human Resources ^ (DHR) 

f ' ** * ♦ 
Maryland" State Council for Developmental^isabili ties (DDC) 

.' • ■• . 

Admi ni St rat'ive 'support w« obtain^ frcnn the di rectors *of 




these agencies. ' 

The professional background of'the participants IhtTuded 

Special. education, regular educatioih^ ^rents, pediatrics, social 
■ ■ ■ . " j» - ' 

work, and advocacy. Three representatives, of early intervention 
programs, both pubTrc and pri.vate Were selected. These' j 

r>J - • "V" . ^ ■ r. <^ 

individuals, representing Anne Artindel County, Cecil 'County, 'and 
Mpntgomery County (private sector) also.brough^ to the group the 
( discipUnes of psychology , special' education' and speech/jar^uage 



■C ' • ''pat)i(Jlogy. 
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•Participation, fro!) institution^, of higher education atid the 

Maryland" State teacher's'Associatip'n was gained to insure ^ , 

representation by direct services providers (teachers). This . ^ 

^piibyjd^a..addik6nAL dime^^^^ group pa rti CuVa rly i/» the 

areas of /preservice and- fn'service preparation. • . .r 

Two '^f ami lies representing 'parents of handicapped infants ' 

also played a valuable part in the cofnposltion of thf.s group as 

,. . < ^ • 

knowledgeable consumers of services. . These par'ents receive^ 

^educational services within their homes from a loca^ education 

agency. ., . . 

SI6 personnel, 'headed by the project 'director, provided 

coordination to the group and acted under the administrative 
* leadership of the Assistant §tate Superintendent* for Special 

Education andsthe Chief Program Development, and Assistance 
' Branch i^Divisi^jn^gf. Special Education. • <? . s 

Other MSDE personnel, including an interagency specialist,, 

ah early Childhood special education special 1st and a^^speci al 1 st 

in parenting completed the composition"of the SIG«:Consultant 
"-^>anei-i— T-T- — ^^.^^^ — 

Full' group monthly meetings. began, in January ,v 1981 and, ^ < \ 
■ . I ■-. ■ . . 

continued' through Junef 1981. Additional work sessions of snail 

* ■ • * J : , 

task forces, were scheduled. • r-^— -—^---rr^' 

^^""*the^chrrge of this group,' issued by f^s; H^Trtha Iryin, » 
Assistant State Superintendent, Division of Special Education is 
listed below* . ~- - ^ • . 

:. CHARGE: ,. . ^ . " - . 

. _8.ecommendatiqns should focus on handicappe^^ildren wl\,o .^.^ 
have ,one;or more disabilities a^ defined IP.L. 94-li^ |tS' 
Maryland Bylaw 13,04.01. . Specifically, the charge ttf the" 
Panel wasUo: ^ . . / 



) )- 



■ " -_",Ji. Iden'ti/y possiJSIe areas ofnnteragency colUboration, , , 

: " . . ' » ' ' ' ■ - 

• for example; referral / screening, evaluation, and joint 

. /. . ^ \ 

'. '* service ^^eli very. " . 

, '2. >Oevelop recommended 'procedures in the identified areas 
^^y^for serving "l^di capped children from rth -throp.gh. age 

' two. • . ' . ' ^ 

* • . • • 

• This, panel, win cqntihue to serve this proposed project^ 
-during FY '82t . • * ' *, - 

Development of a Matrix of Services/ ^ • 

' The first st&p in Abe development of a 'plan was to^i(dentify 
the ©cistin^ services available in Maryland- for handicapped 
chjldf^n troip birth to age three and their families. Members of ' 
,the SIG Consultant PaneT proyided"infK)rmation regarding tyupes^of, 
services, ^iTgHjllit^, proceduce* for a<?cessing, and contact 
persons. Parents and other consumers provided additional 
information on- agencies and commurtiix.g''OMPS whtch provided 
supporf-fand assistance for children and their families. A|tpendix 

A contains the Matrix of Services develqped by the SIG 'Consultant >^ 

(. " ' ' i 

Panel . . . 

Oevel o pment of a 'PI an ^ r. 

• Numerous steps were^tken to set the groundwork for the 
development of the draft -plan. They iQcluo^d: 

■V- clarification of the clfiarge -to the SEG consultant 

Panel, ^ ' \ 

r Clarification of terminology i.e., special education,' 
handicapping conditions, ' " ' ' 



/ 



A 



\ • * 

identification of limitations of tbe SfG Project, 

clarification of Maryland's Bylaw as it relates to 

« 

educational -services for handicapped infants,^ 
ide'ntification of existing educational services for 
infants in Maryland's 24 local. school systemsT 



clarification of MSOE commitment to education services 
\ • • » 

or handicapped infants and their families i.e.. Child 

' Find Network, InserVice Training, MSDE Early Childhood 
' Staff, ' ' * V- 

clarific'ation of the role of no^-public schools for the \ 
provision of educational services* for inf^irvts, and ^ 
identification of the state .'of the art In areas such as 
teacher training, teacher |ertifi cation, screening, 
assessment, program models. 
. , The next major 'Scfcofipl i shment was the identification of major..- 

• * » 

problems/issues generic, to the provision or educational -services to 
handicapped infants and their families. Sipe of the problem identified by 
the panel «were(f 



need for increased publfc .awareness, 
ry- - need for a "s^HBd^referral 'system among agencies,. ■ 
need for a system tc^ share heal tb-RQ^rords , test results 
• and progress ;data ampng a<|en<,ies, , ^ 

need for a system \o tr.ack children who were considered 
♦ , ■ '^to be "jit risk",' . " ' 

- need for comprehensive preservice and inservice 

training of teachers apd other school related personnel 
wh^ work With handicapped infants and their families, 

ijeed foV agreements to share the costs for services, ♦ 

) " ' V ' ^ . 
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neQd f6T expanded services for potential parents^lnd 
parents of liandicapped Infants. ^ 

J ' 



These problems/issues were ♦narrowed to focus on ^topics which could be 
address.ed by the consultant "panel during FY 81, the areas were: 

' Child Identification *• 4 ' . 

4 

Screening • . , ^ 

r *■ • 

Assessinent 

Training / 
The Consultant Pa^el wi£h the assistance of staff from the National 
Association of State Director of Special Education (NASDSE) identified 
major goals and objetlves in the above areas. These goals and objectives> 
were to ultimately result in improv„ed services for handicapped infants and 
their families. ' Next, the Panel provided recommended action -^teps for each 
objective. 

All recommendations were co^iled and organized by.SIG staff and an 
Intern from the University of Mar^d, Department of Special Education. A 
draf^plan was prepared for'^e consultant Panel copies were also sent to, 
those who. were unable to participate as panel members, and to the MSDE 
Early Childho.^ - Special Education Consultant Team. Recommended 'changes 
were incorporated into the final draft which is found in Appendix 

The draft plan will be'expanded during FY'82. Ar> effort -will be made 
t(y^ot portions of the plan in local school systems. 

Infant Symj^osiumv State of the Art_of Jen^es_forJandjc^ 
Infants" 

The Maryland State Department of Education in cooperation 

a 

with the J^ns Hopkins University conducted an "Infant Symposium" 

V 

on August' 13-14, 1981. The purpose of' this symposium was to 

provide a forum for professionals of national, state and loqal 

^ \ ' 

significance to respond to critical issues , pertinent to planning 
and implementing early intervention prograffls.' The foUowiH^g 
areas were addressed. 



• Child Identification 

^ , Screening 

Assessment • . 

• A 

^. Partnersftips with Parents 

'■ ■ -J . 

./.' Program "/Administration 

Five-consultants were selecte^Y address' critical issues identified 

by .ttie'SIG Consultant Panel and.the LEA Input Tgam.^ Each consultant was 
required to prepare, a pa^er to be given during the Symposium. 'SI6 staff 
delected membe^-s of the consultant team, LEA .represejitatives and university 
representatives to respond to the papers during question-answer sessions. 

* " The Symposium was- attended by eighty-five participants from state 
agencies "involved in^Servlce^s for young handicapped children and their 
famflieis, local school systems, private schools, universities, hospitals, 
health clinics and parents -of handicapped infants. 

The remits of the evaluation data indicated that participants found 
the conference extremely helpful to their work with young handicapped* 
children and their families. ^ _j 

The papers presented by the consultants as well as the recommendations 

(which were pro\Aided during the question-answer session will be published in 
a 'proceedings paper. This paper, whtch is being ^edited, will be 

' distributed 'to all participants, supervisors of special education and 
members of th4 SIG consultant panel. 

II. MAJOR SUPPORTING ACTIVITIES ' " ' 

^* Local Education Agency (LEA) Input Team for Early Childhood S.peci'a1 
Educati Of) ^ ' 

A meeting of the LEA Input Team was held in February 18, 
1981 to review thg accomplishments of ^ the SIG^ validate the . 

direction of work and make recommendations for the ongoing 

r ' 

development of a "comprehensi^ plan and procedures for services 
*. for' handicapped' children from^birth to age five. 



1 ' 



This panel will continue to serve this proposed project 
during FY '82. 
B. ■ Needs Assessment S urvey of Local School Systgnis 
. . ' In the Fan of, 1981, the Assi'stant Superintendent for 
Special Education requested that each LEA be surveyed to 
determine the nature and scope of services- being provided to the 
birth throuV^e five population, with speciaT attention foqused" 
;on the birth to three .population. The objective of this mission 
- was to gain inforipation concerning the following: 
" Referral Process, , 
" Handicapping conditions represented, 
"~" " Services del ivery model (s) Employed, 

o , Composition of. team (disciplines), ' ' % 

^ Nui^ers served, ^ 

^ Teaching methodol ogy/cucriculum used, . 
^ * Frequency/,! eng^th of service, 
^ Parent .Involvement Components, 
" 'Interagency Collaboration, 

Additionally, this visitation served to: (1) identify 
issues considered to be critical by administrators and direct 
service providers; (2) identify technical assistance and 

inservice needs. • 

Information "collected from th.is activity was used in the 
selection of major areas of focus for the FY '81 grant period. 
In addition, this informatUin^tll -be vital to the grant , 

4 

' 4 

activities for FY '82. . , 
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These 'visitations, conducted by SIG/early childhood 
personnel in cooperation with MSDE regional admfnistrators, took 
the form of a structured interview with onsite program 

» 

observation whenever possible., 

' The outcome of this confprehensive effort was an inhouse ^ 
document which assisted SIG and' Early Childhood staff in 
designing strategies to meet identified needs among the local 
school system, and in determining the focus and parameters of the 
^ state plan and procedures. _ 

Several comraqj areas of concern emerged from this needs ' . 
assessment activity: 

a. ^leed for increase funding to serve 0-3 population 
2^ LEAs, especially those ia nonmetropolitan regions face a 
serious shortage of appropriately trained personnel. 

3. Recruitment and hiring of physical and occupational 
therapists continues to be^ a. statewide problem. 

4. iClarificatlon of screening and assessment procedures for 0-3 
-population, with appropriate training being provided in the 

yCsB'Of Identified instruments. 
5-. Increased communication with medical .commun.ity to foster 
, ^ complimentary delivery of services. '. , 

6. Sharing of information and ^r6soi\rj:es on a regional basis. 

7. ' Assistance in developing expertise in parent training and in 

building pa rent/prof eisjonal partnerships. * 



, Early Childhood Concept Paper 

SIG and early childhood personnel developed a concept paper, 
addressing some of the characteristics of quality early 
intervention services and outlining the philosophy and guiding 
• assumptions that underpin the need for this service. This 
^document*, is found in Appendix C. Although not all encompassing, 
tils paper does reflect a secure position upholding the parents' 
right and responsibility to be the priinary teacher of his/her 
handicapped "infant and the appropriateness of services rendered 
to the child in the least restrictive environment. Additionally, 
the efflcacy'of early intervention is supported, both in terms of 
fostering (paximum developmental potential and in possible 
reduction or elimination of services in the later years of _ 
education. ' ' 

Review of the Infant Related Materials 

To assist with the development of a statewide plan for 
education services for handicapped Infants and their families a 
variety of educational materials were reviewed. Materials such 
as books, training-manuals, films and test instruments related to 
the areas addressed in the draft plan were reviewed .by the SIG 
staff. 

Select resources were purchased and used in the development 
of the plan and for the provision of inservice training.- 



E. TAOS Support Activities 

The Technical Assistance Development System (TAOS) has 
supporte4 the SIG activities in several ways, both contractual 
and through numerous informal, interactions. 

Specifically, TAOS has provided: 

1. Literature, searches concerning the efficacy ^ife*ly 
intervention, 

zX Information concerning state plans., procedures and 

\ • 

Sidelines for those states mandating service vto the 
bi^h to three population, 

3. -Updated listing of curriculae, media and pa^nt 

training materials, 

4. Assistance w^h planning and implementing the Infant 

Symposium./' \^ 

F. State Interagency Activities\ \ 

SIG personnel ,, in collaboration with MSOE' staff assumed a 
leadership role in initiating and SHPporting a variety of 
cooperative interagency approaches to\h11d Find, joint service 
delivery^and related multidisciplinarytnaining activities. . 
Input from a brqercl range of agencies involved in the state's 
service delivery system has resulted in proposed interagency 
strategies thiat, when implemented, will result 1n an increase in 
appropriate refefra-ls and eliminate duplication in the screening 
and assessment process. ' , • 

This comprehends ive and coordinated approach to Chtjd Hj"^ 
will ultimately resdlt in "joint service delivery; The fbll^ng 
• ' are some of the FY '81 activities to be refined during FY '82. \ 



Coordinated Health Referral ; 

There has been a need for an Increase In participation 
by health and family related programs In the development and 
Implementation of Child Find, activities tot' handicapped 
children beginning, at birth. Various health related 

agencies, particularly local, health departments, hospital 
neo-natal programs, Ivid the school nurje program, have begun 
1>o. work ftlth the SEA, and LEAs, to clarify the Usues of 
referral and screening. 
' . Meetings have been held throughout FY '81 between staff 
of the'Preventlve Medlclne^Admlnl strati on, DHMH, and* the 
Division of Special Education, MSDE. -Staff from DHMH ■ have 
participated In meetings and Inservlce training for Child 
Find coordinators.' A draft referral process for the state 
neo-natal program has been ^evel oped as par^- of whaf will 
become a comprehensive approach to how health personnel can 
ref6r young handicapped children to, local school systems.- 

' This proposed referral system will be refined'" during FY 
'82 and Included In the statewide plan. This referral 
system will provide guidelines for health personnel to 
readily access special education and related 'services for 
young handicapped children and their families. -The systefn 
Win also aid LEA special education personnel la referring 
young handicapped children and their families for health 
services. i. < 



Maryland State School ffealth Council : ^ ^ 

During 1980 the MaryUnd State School Health CounciV 
joined in a collaborative' effort with the Divisi^on of 
Special Education .to sponsor a conferencei whi'ch included 
physicians, nurses, supervisors of local special education 
departments and local health officer^. The purpose of the ^ 
conference was to-ad"dress a variety of. Issues related to 
delivery of services to young' handicapped children. The 
first- step ih developing a cpllabprati ve.^pproach Between 
health and education Was to' identify the target audience for 
each program- and to Identify the referral process. 

This effort. rasulted in a number of subsequent 
activities which were targeted to Ch^i Find activifies 
within health, agencies. ' . > 

American Acade my of Pe diatrics Project: 

The Division of Special Education in cooperation with 
the American Academy of Pediatrics conducted the -Physicians 
Training ^Project which served to or-^ent physicians relative 
to the, education of children with school related handicaps. 

in* ' 

Training was provided for twenty physicians on October /-9,' 
1981.' 

One^ of the primary training p'bjectives for the training 
was to familiarize physicians with the referral process,", 
'criteria f or' pi ac'ement of a^handlcapped chttd" into special 
education, the phy'si clan's role in screening, ' ^ ,< ' 
*1dentif1 cation, assessment, and available e'ducationil 
services for- handicapped children ip ffaryland. Two members 
of the SI6 Consultant Panel 'participated in this joint 
medical /special educition tra.ini/ig project. ; 

17 ■' 

♦ . • 

lA ■ - 



3. Oevel opmental D1 sabi 1 Iti es 'Counci 1 '' ^ ' 

The Olviston of Special Eijucation participated In and 
' supported the activities of the Developmental. Disabnities 

Council. The Council consists- of many agencies and' consumer 
- groups tthatare involved in the Maryland service delivery 
system for -handicapped children* Several members of the 
'Division attended both full Council meetings and 
participated in task force meetings regularly. The Council 
is represented on the SI6 Consultant Panel . During FY'81, 
the Division -supported the efforts of the Develppmental 
Disabilities Council -to develop a process of voluntary 
^registration of specific birth conditions in order tp 
•provide information and support to P^'^eats in accessing 
available services. This regist rat |for^%^ si^gnificantiy aid 
efforts to provide e^rly and appropriate services to 
, haq||capped children, beginnirfg at birth* 
A Agreements : 

During FY*81, the Division worked toward developing a^ 
cooperative agreement between the Maryland State Department 
of Education, Divisfon of Special Education, 'and the 
Maryland; State Department of Health and Mental Hygiene, 
' Crippled Childre'n's Services, S.S.I Disab^d Children's- 
Program (DCP). The emphasis is onUhe coordination of 
individualized education programs (lEP) and individual 
Service plans for referrals of handicapped children under 7 
years of age*. 
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The Department of Education (through local school 
systems) and th| SSI/OCP will refer those handicapped 
children to the appropriate agency/resource for supportive 
services. AH referrals from an educational agency, will be 
for handicapped d^ldren age birth to sixteen -years of age 
who are receiving S^I benefits. ' Referrals will be made to 
the appropriate case manager of the SSI/DCP according^ to the 
child's geographical location (home) with feedback to. the 
school <ystem' indicating additional, services and case 
status. Referrals to an educational agency for special' 
education services will be coordinated throligh the local 
dhild Find Coordinator or adniinistrator for special ^ ^ ^ 
Mucation with * feed back from the local Child Find 
Coordinator to'the SST/DCP case mahager indictjng follow up 
services ^-^chool placement, etc. Referrals of handicapped 
11 by accepted for those children birth through 20- years 
of age.' Appendix D contains a copy of th^ agreertient. 

The Division ""aliso provided technical^ assistance to the 
Prince George's Boarjis of Health and Education in the 
developmeht of an agreement which addresses the provision of 
school hearlth services and referral procedures for children 
receiving serj^ixes through bpth systems. Both of the^e 
agreements iwy serve as a model for tlie development of 
Similar procedures between health and education agencies at 
the local level . . ' ^ 
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The Division of Special Education maintained a Hatson 

^ ' ' ' / 

with two area hospitals which provide genetic counseling and ^ 

support tor parents and handicapped children. Specifically, 

a liaison was initiated "during 1980 with^^the Johns Hopkins 

University Pediatric Genetics Clinic, Baltimore, Maryland, 

for the purposes of: ^ » 

\- training sevea early cKildhOod-special edircatiort 

'teacher's in Baltimore City, Balttmope Coui<ty,'and 

, Anne Aru/ideVCpunty^ ' t/ • 

. 7 maintaining a referral system for sypp^rt services 

and traininq for parents, maintaining a referral 

systfeffl to local special ^ucation prog'rams. 

1% additiii^, cooperation with the Johns Hopkins 

Hospital Clinic has been expanded for the pilrpose' of 

creating a climate conducive to cooperative effJjrts between 

• ' " f . 

the fields of health an'd education. One goal of this 
liaison will r^t^suU in a holistic approach to aiding 
families of children; wilh .a genetic dis'order. By developinsi 
a coordinated refef^ral plan for comprehensive services . 

between education and healtli it is expectScf that this goal > 

^ ^ ' i 
win b^ome a reality. , ' 

Staff ofJ the Pediatric Genetics Clinic, Johns Hopkins 
University, have participated in two state initiated 
inservice training programs conducted in September, 1980 and 
March, 4981. Approxim^ely 80 administrators participated 
in the Session conducted b> staff of the'denetic Clinic. . 



In addttlon to the liaison with the Johns Hopkins 
Hospital program, collaborative activities have also been 
^cort^uctedilth the Genetic Counseling Service of , Sinai- 
Hospital, Baltimore, Maryland. /This liaison has resulted Ifv 
a referral systwn^ as' well' as Inservlce training for 
Marylanii teachers and related service providers. 

Specifically, proiect staff h^ve partial patted in a 
conference entitled "Dpwns Syndrome for Parents and 
Professionals" conducted on November 16, 1980. 
EPSDT Program ; 

During FY'8I, the Division was Involved. in a variety' of 
initiatives to explore ways in which school systems could be 
integrated into and benefit from the implementation of the 
Early and Periodic Screening Diagnosis and Treatment (EPSDT) 
Program. A member of the SIG Consultant Panel is 
represented on the Governor's Task Force on £PSDT. Many of 
the diagnostic services provided to the Medicaid eligible , 
child through the EPSDT Program can result in the 
identification of young children sul^Tected of having a 
handicapping condition. 

During FY '82, the SIG Consultant Panel will review the 
accomplishments of the preceding activities with ' 
consideration of botjh the process and outcome of each 
acj;iv1ty. Thus, these activities, although specific to the 
areas of Child Find, joint service delivery and referral, 
may serve as models of Interagency collaboration for other 
identified areas', such as personiiel*preparat1on and parent. 
Involvement in early intervention. 



in. SHMMARY OF RESUlTS 

• The following lists the three objectiv^ of the FY'80. project and a 
sammary of the "results..^ : . - • f 



Objective 1.0 - Create an interdi scipMnary constrTttng. group to ^ 
. examine issues related to deltvery of \services .for handicapped 
children from birth to age ^hree. 



A Constdlant Panel was identified and atlm1nistrat< ve support 

4 

- was gained from respective agencies. The Consultant Panel 
provided input for the development of a matrix 6^f services - 
(Appendix A) and ^^recommendat ions for the 'statewide plan. Tfie , 
panel was instrumental in the revi"ew and revision, of draft plans. 
Objectives 2.0 i Conduct awareness activities with the LEAs and 
related agencies in support of approved procedure|. % • 

This project resultedjn: 

(1) a draft state plan regarding educational services for 
handicapped children from birth to age 3, and 

(2) recommended tasks for achieving the goals and objectives of 
the draft state plan. . . • • 

.Many of the strategies outlined i\i the plan are directly 
applicable to improving service delivery system for handicapped 

• > 

children from age thr^e through five. 

Further, the maintenance of a working ititeragency consultant 
• ^el improved the communication network among^ agencies concerned 
'"with services to young handicapped „chi<dren and their families. 




\ 



' \ . ■ The plan and procedures resulting from this project were 

tailored to the" spectfit needs. of Mary^land's state and local 
1} . . - • ' 

education agencies. However, numerous other states serving young 

' handicapped have requested copies of Maryland's draft plan. V 

' The following activities viere conducted- to increase understanding of 

this project, » ; . , . ' 

an early childhood committee, composed o^LEA representatives, 
*vis formed to disseminate information regarding the SIG Project. 

•* :Junier6us presentations were made at national, state and Ideal 

' * •' 

.conferences and meetings, 
- ^r! S^IG staff conducted a needs assessment within Maryland's 24 LEAs 
relative to planning for handicapped children from bir^b td age 
three. 

SIG staff provided technical assistance and developed information 
' packages relative to plannihg for young handicapped children. 
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STATE PIAN 



State Impleojentatton Grant 
Maryland 5t-ate^Department of Educatron 
Draft ^rr f or Services for Handicapped Children 
Birth to Three Years 



^ C 



The purpose' of the plan is to support and structure the commitment of 
MSDEto the provision of comprehensive services for all handicapped 
children birth to age three. Pursuant to this>purpose, the SIG consultant 
panel has generated Vecommendations addressing issues concerning: ^ 
Development of Public and Professional Awareness of Child Find Activities, 
Screening and Assessment. The following is submitted as a working paper 
for discussion and review by SIG panel participants, NASOSE consultants, 
lEA Input Team and MSDE personnel. The plan details goals and recommended 
activities at the State level, with implications for expansion to local 
level activities. . 

Many of the 'action steps cited in the draft are presently underway as 
Maryland completes its first year of mandated state wid« services for 
handicapped children. 
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Goal Statement 

I. Public and professional awarenesi of Child Fjnd activities and ' 
special education services for handicapped children birth to three 
years will be developed^ ' ^ 

II. .Child Find activities will be implemented. 

III. All Children birth to tjiree years who are su/pected of having a 
handicapping condition vfill be screened. 

IV. All chfiaren birth to three years who are referred for assessment or 
' positively screened for a potential handicapping condition will be 

assessed. 
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Definitions and^Purpose , 

. The following definitions and purposes are specificjto 
handicapped children,, aged 'birth to three, and services to that 
population in the State of Maryland* and are not intended to be broad 

or general . * . ^ 

Child Find Public and Professional Awareness 
Definition : Public and professional awareness is the ongoing pr(S:ess 
. Of informing the community concerning the availability and v*lue of 
special education services for exceptijonal children birth to three 
years. 

■ f - 

Purpose ; The purpose of public and professional awareness is to 
.inform and educate .community members concerning the right to a free 

and appropriate education for all handi^w^iped cM^lrrrerTand to generat 
.referrals to Child Find. 
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Child Find Activities 
Definition : Child Find is the ongoing process of locating children 
suspected of being handicapped and referring these children for 
appropriate evaluation services. 

Purpose : The purpose of thg Child Find process is to seek out and 
locate Children suspected of having a handicapping condition who may 
be in need of special education and related services evaluation. 
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4 Screening 

Definition ; Screening is the ongoing process of identifying children, 
from the general population, who .present a reasonable likelihood of 
having special educational needs,; 

Purpose ; Tfie purpose' of screening activities is to gain information, 
about children referred through Child Find activi.tie^ to determine- the 
need for a thorough asse'ssment. 



Assessment 



^OeffnitlonT ' Assessment is defined as the systematic process of. 
multidisciplinary evaluation which measures a child's performance, 
against established standards. This process results in a 
description Qf the child's unique^^ehavioral patterns and style of 
performance and "his or her level of functioning, including strengths 
and weaknesses, in sensory, developmental and social /emotional areas. 
Purpose ; The purpose of assessment is to collect the information to 
determine the presence and nature of handicapping conditions, and to 
support r-ecommendations for the design and impleitientation of 
appropriate interventi(3^ or programming, including level of service, 
proV4;^on of related services, instructional objectives and teaching 
strategi,es. . '~ 
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; I , . Child Find Public and Professional Awareness Development 
I.O Goal Statement: Public and Tirofessional awareness of Child Find 
^'^'^ctivities and special 6ducation sec«ic£l**for handicapped children 
..birth to three years will be devemped. 

1.1 Objective ; To develop a^d iniplement a system (model ) to build 
public and professiona1_^laniness^^ 
_ ' ActTon Steps ; ^ 

Identification of SEA personnel as coordinator{s) of the ' 
system, 

1.1.2 Identification of all agencies to be made aware of Child 
Find and specia^^ education services. The agencies to be 
contacted directly by the most appropriate means will 
include, but not bejimitefd 
0 LocaT educational agencies 

0 
0 
0 
0 
0 
0 

I 

• . 0 
0 

• *. p 

0 



State arid County Public'Health Agencies 
State and Local Social Services Agencies 
Private schools and day care centers 
Regional and local Head Start Programs 
Institutes of Higher Education 
State and Local Public Service Agencies 
State and Local Public Information Outlets 
Department of Mental Health 
Private Physicians 
EPSOT Providers 

Hospitals servfn^' infants ^ 
Hot Lfo^sl'' 
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1.2 Objective ; To prepare personnel to conduct public and 

professional awareness activities. f) D Jl CT 

Action Steps ; I " 11/11 I 

1.2.1 Development of a trainer of trainers nlDd^ specifying training 

content; 

0 goals and objectives of training 

0 format of training (formal and informal) 

0 duration and frequency of training 
Content will include, but not be limited to the foUowiirg^ 

0 How to develop a local network of agencies (involved with 
population of birth to. three year olds) for purposes of • 
information sharing. . .\ 

0 How to identify target audiences. 

0 How to use formal and informal informati^on^hannels. 

0 The nature of nojinal child development. 

0 The nature -of exceptional developmental patterns. 

0 Early signs of exceptional developmental pattellas. ^ 

0 Th^ need for early intervent;k)n. 

0 The scope of special educational and related services 
Available. K ^ 

0 How to contact persons regarding services. 

0 Information on the right to a free appropriate education for 
the handicapped. 

0 ' How to evaluate awareness activities at the local level. 

1.2.2 ImplementatioiTof New Directions for the Handicapped - Physicians 
Training' Project. 

1.2.3 Implement staff development model. 
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f I ^ 

1.3 Objective ; To develop cooperative liaisons with state agencies 
, involved with populations of young children .{See Appeiidtx B). ' 

> 

' j^ctton Steps ; * Jf'.. 

r.3.1 Identify types of personnel in agencies, 'who will be 

appropriate for liaison activities. ' 
l.-3^2, Recommendytuppbrt f rom MSDE specialists (graphic arts, ^' 
^(.jjiilvlfrifnfarmation) to assist in campaign implementation. 

1.4^ Objective ; To develop a system (model) for using support 
services in an effective public and professional awareness 
ca/npaign. 
Action Steps : 

1.4.1 Identify public information resources ^t state arid local 
levels. / * /, 

1.4.2 Identify and/or produce print"and media materials^ for 
dtssemination, with interagency input and parti cipati on 

1.4.3 Share of prjjduced documents within and among agencies (See 
V Appendix B). 

1.4.4 ' Evaluate and revise materials if necessary." 

I 

V 

<^ - 

1.5 Objective ; To evaluate the effectiveness of the public and ^ 
professional awareness campaign. ' - . • 

• • • 

' Actio n Steps ; ' . c 
; . ■ ' - . . 

1.5.1 Determine criteria for evaluation. ^ 

1.5.2 Compile data ' - 

1.5.3 Revise procedures as ne'cessary. 
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Child Find Activities 

2.0 Goal Statement ; All potentially handicapped children aged birth 
to three wil-1 be located and referred for screening or 
assessment. 

2.1 Objective ; To develojx an interagency, system (model) to locate 
children birth to three-years for the purpose of identifying 
tfjose who (fiay J[)e handicapped and in need of special education , 

(See Appendix B). V 

> 

, Action 6teps ; 
" 2.1.1 Pursue interagency cooperation regarding: 

0 Common or specific criteria relative to the ^ 

identification of handicapped children from general 
popul^tion^as^in high risk birth record data. 
0' The use of agency resources to locate children 

7 

suspected of being handicapped. 

0 The use of compatible processes, forms^and activities. 

2.1.2 develop, interagency liaison(s) network - for Child Find 
activities. 

2.1.3 Develop procedure to transmit Child Find data among 
agencies. » , 
Maintain SEA Child Find HotVlne. 

0 Maintain SEA referral process. to other state agencies 

and LEAs. ... 
0 Maintain log of referrals/inquiries. 
• 0 Maintain follow-up process to ensure appropriate 
evaluation (screening. and/or assessment) sevices. 
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2.2 bbjectlve. : To appropriately prepare Child ?ind personnel . 
' Action Steps ; * . . * 

2.2.1 Identify target audi.ence. Target audience may include, but not- 
be limited to, liaisons fi^om tlie following agencies: • 
0 Educational Agencies 
LEAs 

.Head .Start, ^ c . 

\ Institutes for Htghec- Education 
0 Department of Health and Menta] Hygiene- 

State and Local Health Departments ~ * 
" - ' MatVnal and Child Health ■ 

Crippled Children's .3epvices*, l/icluding Supplem^tal 
, Security Jncome/Pi s^bled Children and Youth. 
EPSOT . . . • ~ 

Nursing Services, i.e.. Public Health, School Services 
0 ' D^partmeM of'ttuman Resources* 
' ' Social Services - ^ ' ^ 

Foster^ijre ' - . . - - , 

Protective , Services ' ' 
. ! • ^ ^ ^ Day. Care 

" ^ ^ Services to Families with .Children 
0 Social Security Administrfation ^ , 

„ Supplemental Security Income for Disabled Children' and 
• . . Youth . • • 

. . , Medicaid • / * ^ „ » 
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0 - Medical Centers 

The Johns Hopkins Univer$1ty 
-The Kennedy Institute 
. Sinai Hospital 
• . .University of Maryland 

Children's Hospital National Medical -Center 
The National Children's Hospital Center (D.C.) 
G^getown University Medical Center 
Bethesda Naval Hospital 
'Walter Reed Amy Hospital 
Dupont Medical Renter ^ ^ 

ather hospitals providing intensive care to neonates • 

t) Private Educational and Human Services Programs Serving 

• Preschool Handicapped^ 
0 'Advocacy ffroups 

Developmental Dysabilities Council 
Prince George's County Coalition 
Association for Retarded Citizens, .^^ 
Associations for Children with Learning Disabilities 
Maryland Advocacy Unit for the Developmental ly Disabled 
Develop trainer of trainers model specifying: 
0 goals and objectives of training. # 

♦ 

0 format of training (formal and informal). 

0 dur?ition.and frequency of training activities. 
Develop training content which , will include, but not be limited 
to, the following (See also Appendix C): ^ 

/ 

^ X 

o 

d ^ • 
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• ^0 Content material listed undef'publlc an<J professional 
awareness training'. • • 
0 How to. implement public and professional awar^ess 
activities. 

0 How to use state- and local matrix of services*'. 
0 How to use public information resources at local . .level . . 
0 How to us^ associations and civic groups at th.e local' level. 
0 How to refeW'^o community resources for ancillary services 

and assistance^ i.e.,* Respite Care, SSI. 
0 How to tratisfflft f ef erral s f com Child Find to appropriate 

screening/assessment personnel . ^ * 
0 How to keep records and collect data. 
' 0 How to evaluate, Child Find activities at the local'Tevel. 

2.2.4 Implement staff development mo.del . 

. cs 

2.3 Objective ; To evaluate the effectiveness of Child Find 

* • 

•Activities. • . " . 

Action Steps : 

2.3.1 Determine criteria for evaluation 

2.3.2 Compile data 

2.3.3 Revise procedures as necessary. 
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Goal Statetnenti . All cMldre'ff birth" to.' -tl^ree years who are 
. - suspected of having, a haodlcapplng^.c^^ 

3.1 Object Ivfe ; To develop a i&ystejSi (moileV) to,. provide screening of 
chlldi^en vflthU, the birth to three populat10rwh<> are suspected 
of having hetndi capping condittons* 
. Action Steps ; ' , 
• 3.1.1 RecomroenE 'personnel, to act as coord1fJator{s,) of state levet;:;". 

■ ■' , ' . •; .-. , ■ 

activities related to interagency scraerting functions. ' 
a.i;? Pursue interagency agreiements to develop, secure and/or 
.' waintain (See Appendix B): 

0 Provision of screening processes to detect ' ' 
afbnormalities in health, Vision, hearing, language, ,/ 
cognitive motor, and social /emotional functipns. \ 
0 * Proc#dtfres ifor access: to pertinent screening •^lata * 
rpults witii apprOi^riate'parental^.peftnission and • ; 
; cpnHdjanti all ty Safeguards. . •* ' ' 

' / 0 ; Provision for coordination between LEAs and local y 

health departments for tracking high ri^ childrfenvtSee';' 
Appendix 6). - 
3.1.3 Recommehd guidllines to assist LEAs In coordinating',- 

securing or providing screenlf^g services for thie birth to 
tvhree population (See Appendix 0).^ The guldelif^es shall 

address: ^ ^ / " 

■» * .* * 

0 strategies and. procedures for coordinating screening • 
activities with local departments of public health, 
•primary care providers (physicians, nurse 
practitioners) and EPSDT programs (See Appendix B). • 
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^ 0- " 1 IdenHttf^tton .of.f<^^^^ screening - 

,\, \1^»^^ihinr^tii app^Op^ for the bintft to three year old 

... ,. ,- :> . -./Ifia^'uU^^^^ ' . 

.^^:^^/'.,■' ^V/ -'■ ; - ;<:^ -V><<&l"MQ'ns^^ of the '■ 

..V.'""* vo.-:^ •■•••••^■^ \:W:V^.^^^^^^^^ ■" 

' i ■l -'^v' r : .\,-,$treefiM^^^^ " • ■ ' . 

• ■'■p'f :-^'^''^^:'''rr.'f\'-'' "^^ef^P.^J' of\*'jositfye'';.Sqre.OT^ng^^ . 




. "'3. 2.1, ..OevelQpv' 

i?-' Menti;fip4t1i3fl^ 



0» ' / 



6*, ,;»eaUh.'Depar^-flret»^ ^'^v.;.vV:^^•; 
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0 ' Vision aad* Hearing Personnel " . 

0 Health Department EPDST Supervisors / 
0 LEA,Speecb Pathologist Supervisor^ 
p 'LEA Psychologist Supervisors 
V 0 LEA SchooT'Nurse'Supervisors. ^ 

• 0 > .lEA SMpePVt-sors of Ots" and -PtS* ' . " . 
. ' /' ' ■■ Health p'rafessl on As's^^^^ , 
0 Representatives of IHEs 
0 Other appropriate^personnel 
b. Long .term and short term objectives for training. 
C. Specifica.tion of format of training - formal and'informal . 
d. Content of training. 
3.2.2 Staff, devel opment activities v^ll be implemented. 

3.3 Objective ; To utilize appropriate screening materials. 
Action Steps ; 

3.3,1' Disseminate guidelines and procedures manual (3.1.3) to 
' ' ' address administration and di rect -services needs germane to 

t 

screening functions. * 
• 3.3»^ Compile sample Instruments and device^ to be made available 
. for review of LEAs and cooperating agencies "(See Appendix 
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3.4 Objective : To evaluate the effectiveness of screening 
"^^Njitivities.^ 



Action Steps ; ; . 
3.4.1 Determine criteria for evaluation. 
3.4.2' ^ompile^data • 
' ,3^4.3 Revise procedures as necessary. 

ASSESSMENT • ' " 
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0 Go^l Statetnent ; All children birth to three years who are referred 
for assessment or positively screened for a potential handicapping 
condition win be assessed. 

4.i Objective : Jo develop a system (model) to provide for assessment 
of children birth to three years who are suspected of having a 
handicapping condition ^nd being in need Qf special jeducation. 
Action Steps ; 

4.1.1 Pursue inte'rafciency agreements to develop, secure and/or 
maintain (See Appendix B)'t 

0 Provision of assessment/diagnostic procedures to detect 
handicappin*^ conditions related to abnormalities in 
health, vision, hearing, language, cognitive, motor, 
and social /emotional functions. 
Procedures for secuKoa pertinent assessment d^ta 
results with^'^appropriatte parental pepnission and 
c on f i(dCT$ i a'rjj:y- 5 a f egu a rd s . 
Pro£edures\to avoid^duplication of testing among 
agencies* 
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Procedures to ensure timely receipt of assessment data 
to local ,AR0 cpfnmittees. 
.0. Provision fo'n coordination between LEAs and health 
departments^ iFor tracking high risk children (See 
Appendix G)^» > , " , - 

4.1.2 Recommend guidelines to assist LEAs in ^coordinating, 

securing or providing assessment services for the birth to 
three population (See Appendix E). The guidelines si 
^ -address: ' ; ** 

0 Strategies and' procedures for coordinating LEA 

assessment acti/lties with local departments of public 
health, primary care providers (physicians; medical 
specialist), medical center diagnostic teams, EPSDT 
programs (See Appendix B). 
0 Qu*alified examiner requirements, within Maryland Bylaw . 
and certification specifications, for the birth to 
^ , • thVee year o1*d population, 
'i* 0 Procedures for multidisciplinary involvement in 
certification of handicapping condition. 
0 Process for transmittal of assessment data to ARD 

committee at LE/C level . 
0 Procedures for multidisciplinary staffing to provide 

♦ 

' / programmatic recommendations for services and lEP* 

development. ^ 
0 Procedures to ensure confidentiality, of data. 
' 0 Procedures to safeguard, parents rights and to involve 

parents in assessment process and In development of the 

lEP. 

• a Process to maintain census of children requiring 
special education services (SSIS).- 

48 
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4.1.3\ Recommend guidelines to ass1,$t LEAs in .implementing the 

\ 

assessment process, including (See Appead;lx E): 

0 Criteria to assist local ARD committees in ' ^ 

differentiating handicapped infants from at risk 

infants (See Appendix 6), 
0 Suggested school and other agency personnel to comprise 

core assessment team: 

Early Childhood Special Educator • 
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Speech Pathologist 
Psychologist 
Occupational /Physical Therapist 
Other (e.g. Early Childhood Educator, 
Physician, Social Worker, 
o' Instruments appropriate for "educational" assessment of 

birth to three year olds (See Appendix fV 
0 Suggestions for Interpreting assessment findings for 

educationally adverse effects. 
0 Techniques for gathering assessment infornytTTon. 
0 Suggestions for format of comprehensive written report. 
0 Suggestions for Interpreting assessment findings and 
recommendatlor) to parents. 
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Objective ; To develop personnel development activit;1es relative 
to assessment of the birth to three population. 
Action Steps : 

4.2.1 Identification of SEA coordinator of inservice training 
specific to assessment of the birth to ^hree population. 

4.2.2 Identification of target audience to be trained. PersronneT 
may include but not be limited to: 

0 LEA Early Childhood Special Education Teachers 
0 LEA Speech/Language Pathologists ■% |% 1 p> V 
0 LEA Psycho] ogl sts LI K A 1^ 

0 OTs and PTs / ^ 

0 Other agency professionals involved in assessment 

activities <e.g. Early Childhood Educators, Social 

Workers, etc.). . - * . 



0 Privat-e physicians/therapists 
4.2..3 Identification of multidisciplinary consultants for 

assessment of the.4)irth to-three population. 
4.2.4 Utilization of consultants in determining training content 

and appro'i^fiate training format. Content may include. but 

not be limited to: 
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0 Selection and administration of normative and criterion 
referenced instruments appropriate to the birth to 
, . three population* 
0 Formal and informal evaluation techniques.. 
0 Case history data'col lection and interpretation. 
0 Inclusion of parent in assessment process.' 
b How to participate on a multi disciplinary team. 
^' 0 Formulating compVehensive written/oral reports. 
0 Preparation for role of case manager for individual 
children. 

4.2.5 Utilization of appropriate personnel (consultants, MSDE and 
cooperating agency professionals - See Appendix B) in 
implementing state and local level training. 

4.2.6 Utilization of state evaluation system to determine 
effectiveness of training at local level.* 

.3 Objective ; To identify technical assistance resources to assist 
LEAs and cooperating agencies in providing assessment to the 
birth to three population. , 
Action Steps ; / 

4.3.1 Early Childhfiod Special Education, MSDE specialists will be 
available to provide regional and/or county based training 
to personnel involved' in assessment activities. 

4.3.2 A collection of formal" and informal assessment devices will 
be compiled for. use in training sessions and for review by 
LEAs (See Appendix F). ^ ' 
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4.3.3 Guidelines suggesting appropriate uses of instruments will 
be distributed. 

! f 

4.3.4 National, regional and local technical assistance resources 
will be identified, i.e., 

^ • 0 "^Experienced Local Service Providers 

j9 Technical Assistarice Development System (^ADS) 
0 Mid Atlantic Regional Resource Center (MARRC) 



0 National Association of State Directors of Special . 

Education (NASDE) 
0 Institutions of Higher Education {IHE) 
0 Council for Exceptional Children (CEC) 
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4 Objective ; To evaluate the effectivene?!^ of the assessment 

process. ^ , 
. Action Steps : ^ 
4.4 •! Develop criteria for evaluation. 

4.4.2 Compile data 

4.4.3 Revise procedures as nec€|sary. 
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INTERAGENCY AGREEMENTS^ 
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Interagency agreements are' specifically called for In sections 3.1.2 
and 4.1.1 of the Plan. However, in various other sections, such as 1.4.3, 
1.3, 2.1, 3.1.3, 4.1.2, and 4.2.5, references are made to developing 
Interagency coordination for purposes of personnel training, sharing of 
documents, location, screening, and assessment. Indeed, Intragency 
cooperation would be benefici^^s a whole in locatiag and serving the^ 
birth to three handicapped popula^l^oOjt^ 



Outcomes 



Duplication of services Is certainly a waste of resources; Kowev'er, It 
may be avoided by joint planning with social, health, and rehabilitation 
agencies for servlc^dellvery. The obvious oytcome af Interagency 
cooperation Is better service delivery to all clients. More specifically, 
four advantage's can be pinpointed:^ 

- -^ncTtrwIuallzed service planning - instead of a number of separate 

Individual service plans being written by sevejral different 
agencies, one comon plan may be jointly -developed , for each 
• client". ^ 

- . Organization and delivery of services - a single., effort reduces 

the waste of service* duplication or overlap. 
1 Program monitoring and reporting - interagency cooperation may ~ 
provide for/common accessible information, rather than 
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- duplication ofrecords and files, as well as cOopehative report 
writing to save personnel r&sources. 

Program planning and budgeting - sharped resources, j:an maximize 
dollars. Additionally, a'united front is created for seeking 
funding. 

In order to assure that interagency coordination ,1^ effectively 
carried out, written agreements are necessary. Following is a description 
of types df agreements, ernd som| guidelines for preparing, developing, and 
following through on written interagency agreements. 
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Types of Agreements 

Three major classes of interagency agreements may be identified: 

1. In the first t^pe, common or baseline standards §re established 
for the conduct of programs which are-similar. Ao example of ^ 
this may be an agreement between state or local education 
agencies and the Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) Program, for the purpose of establishing common 
and specific criteria for identifying infants and preschoolers 
who are ^suspected of having a handicapping condition and are fn 
need of further assessment. , * ^ 

2. The second type are commitments regarding the allocation of 
public school and other agency resources in the accomplishment of 
omtualljr agreed ^pon objectives. This usually involves sharing 

dollars, personnel, fac^litl^, and/or equipment. An agreement \ 
between an LEA and a local hospit:a1, providing that the hospftal . 
win serve as the location for preschool screening, is an example 
of this type. 
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*3. ' The third type Involves a..comoiitmertt by public* schools and other 
. agencies offering compfraBle services to maintain uniform 

{J?ocedures, forms, and activities/ For example, in this type of 
. ^ agreement. Child Fi^nd perspntiel and public health nurses may use 
the same standard Vorm when screening infants for potential . 
' ' harrdtcaps, - . ' • • 

. Agreerteats fegarc<tng;stan (Type 1) and allocation of resources 
.(Type 2) are necessary. ^&e^^^ regarding procedures and 

nsrct ivHt^' (Type 3) cart l)e implemented, although the three types are not 
•n^UtyaVly exc-lusive «nd may all be contained in the same a'greement. 

^ DRAFT 

Process * ■Till II ■ 

Preparation - For.an Inter-agMcy agreement to be effective, an Initial 
. c.qfi)!ftiitinetrt^>yM>!&rsw^ irtrJ(;ey roles In both agencies Is necessary. 
.. These persons mustVe vH'Vllpg^to cooperatively define their ager^cy's-* 
role in'^^^^ieiJsrtion to the-. agreement and quality service delivery. The 
first yStfip-1nvjireparfftg 'for..an agreement is for the initiating agency 
..- tV-^yment senx^-W-.nefiife'. an<i subsequently identify other key agencies 
." .'■■'and Resource's with.vjitiich^' collaboration may be necessary or helpful. 
At this pof^itii:.1t Is .helpful for the initiating agency to become 
. familiar *fi'th the other agency by rev1ewin;g the pertinent laws and 
. .. regulations tha.t a'lJply, and by getting to know the Internal workings 

of, the agency j^s nniCh as possible. 
- ' rt will be necessary to identify a person or group from each 
\'agenc/vyhose Specific responsibility it is to coordinate the 
development and implementation of the agreement. This person sftould 
. ""have enough authority so that their activities and decisions are 
• legitimate and should* be able to make a significant time commitment to 



the callaboratlon activities. In addition, the specific roles and 
^responslUnitles of this person In each agency should be designated, , 
so that If a person should leave^an agency, Interagency collaboratltn 
can continue with a new person In the same position. 
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Development of Agreement - It Is a good Idea to start small with a plan In 
mind. The agencies Involved should cooperatively Identify problems 
and specify solutions for ^service delivery. The resources to be 
exchanged can then be Identified, and the trade-off should be as equaf 
as, possible. It is also Important to r^ntify the resulting benefits 
to each agency in addition to the resourceVsto be used. In developing 
the agreement, the agencies should specify under what conditions and 
to what extent the resources will be exchanged. A draft of the 
agreement should then be developed, to proceed through the proper 
channels of approval in each agency, and the final decision should be,. 

'by consensus of both agencies. 
Irtiplemeptation - The, benefits identified should proVjde the incenti^lF for 
each agency*to carry out the agreement. ' The agrejem^nt policy should 
have b^en appropriately designed so ^s'to not conflict with the policy 
of either individual agency and to assure *that the changes in the 
programs are Implemented. It is 'important to monitor the effect of 

^the agreement on services to, be sure that the outcomes are benefjcial 
to the clients an^ bdth agencies.. The most critical element in 
effectively implementing an Interagency agreement is communication. ^ 
All persons Involved in collaboration activities in each agency should 

.))e fully informed about the agreement and Its implication; there 
should be no secrets or surprises for anydtie. 
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Characteristics of a Good Agreement 

The written agreement should be composed of simple, clear -language, 
stating what has been agreed to and who will implement whicH parts. The 
process for implementation should be flexible; outcomes rather than process 
should be emphasized. The individual and mutual benefits for the agencies 
involved should be included in the written agreement. The essential 
components of any written interagency agreement are as follovys: 

a. Description of purpose to be achieved through agreement. 

b. Clear deli,n*(|ion of specific program, service, or focus for the 

agreement to facilitate^ clear cormiunication of the need for and 
# * 

intent of the agreement. 

c. Definition of any terns that could be ambiguous. 

d. Mutually agreed upon goals and/or objectives of the agreement. 

, >' 

e. Delineation of -specific roles and responsibilities of eacp party 

to the agreement. * , . 

f. Mutual /shared responsibilities of all parties to the agreement. 
Designation of the agency which has first dollar responsibility 
for payment of services and specification of other financial or 
funding arrangement for payment of^ services. 

h. Specific^ actions to be taken relative to the program/service 

* « 

identified in agreement (Action Plan). 
, i. Specific services to be provided by each .party, 
j. ^ Designation of staff position(s) within each agency responsible 
for: 
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implementing the agreement as speci' 
monitoring the implementation, j 
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- negotiating change when necessary to update agreemenf^* 
k. Confidentiality assurances relative to sharing of information, 
1. Agreement ajnong parties for notification in cases of changes in 
agency operations. 

^ m. Specification of ttme period for agre^fiient to remain effective, 
n. Procedure for modifying or terminating written agreement, 
''o. Evaluation design specified and agreed upon by all parties to be 
used in iwnitoring implementation , of agreement; identificatioa of 
person(s) rspoilsible for evaluating and sanctions agreed i^pon to 
assure its implementation, 
p. Signatures of all parties involved in agreement. 
All of the above components may not be applicable to every type of 
agreement. 'Additionally, the following optional cocnpone/its may be helpful 
or desif\able in some agreements: 

a. Description of basis fojr developing the written agreement 

- Previous/on-going relationship^between prarties,^; Identification 
of common need, institutions of j^ew service, etc. as foundation 

' fdr current agreenoent. 

- Legal authority based on federal and state legislation. 

b. Definitions for agency or program-specific terms used in the 
agreement^. 

c. Eligibility criteria/description for population to be serviced or 
affected by agreements 

d. ^Specification of meetings (time, dates, frequency) relative to 

ferms of the agreement. 
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■' * e. Specification of reporting'mochanisms fagtweefr paH:Ve<;" of the' 
' agreement'.. ' :a ■ 

f,,- Scbfid^vlje forlperi^dic review of aareemervt-, •! 

* ' ' ' ' ' ^.^ '*.* • t ' ~ • 

' ' g. .-/AdtfJtlpojO assurances ^e.g:- referral mechanises, mec&anlsi^ 

..updating,, revising, etc.) ••. . - . • ' , 

."h. Specification of additional incentives 'to be provided as a result 
jQ.f the written agreement;/'i .e..; fun<Jing additional staff, work 
space, etc* \ 

Other Agencies / ' ^ 

'in providing, services "t^^^ to {hree handicapped population, 

•coUaborati'on with .a. variety .of agencies may be desirable. The following 
is a IHt of federal Ty tun^ied programs, other than special education, which 
prOv.tcfes.ervtces of : some 'type to this population^: 

,. . ..tar.ly' and Periodic Screening, Diagnosis and Treatment (EPSDT) 
■■■ •Maternal .and Child Health Services 
"Crippled Children's Services 
Developmental Disabilities Services 

Supplemental Security Income - Disabled Children's Program 
Head Start Programs 
Social Services 

Some interagency agreement already exists between these agencies at 
the federal level.. LEAs are also encouraged to develop interagency 
agreements With state and locally funded as well' as private programs i/.the 
result is better service delivery to handicaps children age birth to 
three. . ^ 
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^References and Further Information ; \ ^ 

A Guide for Developing Interagency Agreements ^ Available from: 

Printing Section, Department of Education, P.O. -Box 440,64, Baton 
Rouge, Louisiana, 70804. 

Kazuk," E., ^Greene, L. & Magrab, P.P. Case study for planning 
coordinated services. In Magrab, P.P. and Elde^, 0.0. (Eds) 
Planning for Services to Handicapped Persons; Community ' * ' 
Education Health , Baltimore: Brooks Publishers ^ 1979. . 

Audette, R.H. The Public School/'^f6Tninistratof-'s Guidd to Interagency 
Cooperation; Implementing the Education for All Handicapped 
Children Act . (Available from MSDE) 

The Regional Resource Center Task Force on Interagency Collaboration. 
Interagency Collaboration on Full Services for Handicapped 
Children and Youth; A guide Co State Level Plannng and 
Development (5 Volumes ). DHEW/BEH, 1979. (Available for loan 
from MSDE). 

-. ■ A 

Example 

Following are several interagency agreements provided as examples: 
LEAs are encouraged to examine Appendix B carefully before attefnpting to 
formulate agreements, rather than simply mojleling agreements after the 
exampl es . * 
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DRAFT of 
Cooperative Agreement 
Between 

• *> • — 

r Maternal and Child Health Services, 

- ' ♦ SoOth Dakota Department of Health 

and H ^ 

•\ f The Section for Special Education, 

South Dakota Department of Education and Cultural Affairs *• 

Purpose ; 

The purpose of the cooperative agreement is to coordinate the efforts 
of both agencies toward th'e success of area-wide screenings. I.fforts will 
be coordinated in order^|^ cut down on duplication of services and' in order 
to utilize already cxisWig services to identify, evaluate /,<and appropriately 
place children in need of special and prolonged assistance. 

The purpose of these screenings include: 1) identification of children 
with complex, chronic problems who thereby would be eligible for Crippled 
Children's Services, 2) referral of an/ identified problem to the proper 
source of care, 5) to aid in development of a proper treatment pKin or < 
individual educational plan, and 4)^ to identify various agency funding 
sources for th6 identification, evaluation, and placement cyT these children. 

Responsibilities of Maternal and Chi ld Health Services, Dakota Department 

of Health; ' 



MCHS agrees to: 



1. Conduct area-wide screenings in the West and Missouri Valley Regions. 

2. Provide follow-up to all identified medical problems. 

3. Prpvide information to appropriate agencies concerning possible 
funding sources for, further evaluations., ^ 

4. Send educational referrals, to the a^^propriate local school district. 

5. Send educational referrals to the Section for Special Education, 
South Dakota Department of Education and Ctiltural Affairs, .for 



id Ctiltu 

api)ropriate follow-up. * \ 

Is 



6. Review this agreement on'an annual basis.. 

7. Designate Timothy Schmaltz, Director of llealth Services Division, 
for liaison activities between departments and'cooperation with . 
the area-wide •screening teams. / 




Responsibilities of the Section for Special GJucation, South D.ikijtj Dcpartniont 
of Education and Cultural Affairs : 

The Section for "Special Education agrees to: ^ 

^...^ I 1. Inform local school districts of the importance in usDiv, the services 

^iP^ / . provided Maternal, and Child Health Services for their Child 

• Identification efforts, . ^ 

2. ' Encourage local school districts to follow correct procedures for 
all referrals made as a result of the screenings. 

3. Provide follow-up for educational referrals made to the Section for 
Special liducation. > I . 

4. Review this agreement on an annual basis. ^ w / 

5. Designate Norena Hale, Special Education Administrator, for liaison 
activities between departments and cooperation with the urea-wide 
screening teams. 

Assurances : 

1. This agreement may be amended by mutual consent of bpth parties and 
may be terminated by either party upon thirty (50) days* written 
/ notice to the other party. 

•2., This agreement becomes effective on the date and year that both 
parties have signed this agreement. 



Nbter;ial and Child liealth Services 
South Dakota Department of liealth . 



Secretary , Date 



The Section for Special Education 

South Dakota Department of Education and Cultural Affairs • / 



Secretary Date' 
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INTEBAGENCY C00PERAT1\'E SERVICES AGREBffim' 



DeparpnenYofilfental Health and Mental Retardation 

DRAFT 



and 



Department of Education 

ThiS'interagenq^ cooperative serviji^s agreement was made and entered into 
March 1, 1978, by and between E. Caifipbell, Ed, D. , Superintendent of Public 
Instruction, Virginia Department of Education and Leo E. KirVen, Jr., M. D,, 
Comissioner, Virginia Department of Mental Health and Mental Retardation and 
amended April 1, 1979. s ' , ' 

The purpose of this amended agreement is to provide mnximiuu coordination 
and utilization of services of each Department in order to be consistent with 
the Revised State Plan for the Identification and Diagnosis of Children V/ho 
Are Hartdicap!!)ed , which was transndtted to (k)vcmor Godwin* xuuJanuary 1177978. 

The provisions of this agreement, as amended April 1, 1979, shall reflect 
the policies of the Department of Mental Health and Mental Retardation and the 
Department oC Education, and shall become effective upon the date signed by the 
Superintendent of Public Instruction and the Coirrjissioner of the Department of 
Mental Health and Mental Retardation. 'The agreement shall terminate upon the 
written request of the Commissioner or Superintendent. This 'agreement may be 
amended by mutual consent of the parties concerned, and it will be amended if 
required by Federal or State laws or ^regulations. 

Tlie Department of Mental Health and Mental Retardation agrees to the fol- 
lowing: • * 

1. To encourage Conmunity Mental Health and Mental Retardation Services 
Boards to cooperate in child find procedures required by local 
school divisions. ^ 

2. To encourage Coimtunity Mental Health and Mental Retardation Services 
Boards to enter into contractual agrqp^ents with local school divisions 
and Health Departments for the provisions of diagnostic evaluation 

and treatment services for emotionally disturbed children.* 
• ' • ^ ' 

3. To encourage Community Mental Health and Mental Retardation Services 
Boards to develop treatment programs for emotionally disturbed and 
mentally retarded children in cooperation with educational programs 
for such chifldren provided by local school divisions. 

\ 

4. To provide special education programs for mentally retarded children 
ages 2 to 21 residing in State mental retardation facilities in order 
to receive treatment and habilitation training, in accordance with 
Bodrd of Education regulations. 

i 

Education programs will be provided at no, cost to the parents. 
The treatment and habilitation training will be subject* to DMHMR 
.reimbursement in compliance with Section 37.1-105 through 37.1-119 
of Code of Virginia. 
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5. To encourage the coordination of ed^uq^tiolal progkuns with treatment 
nrograiTis provided for handicanned children in State mental health 
and mental retardation facilities. 

# 

6. To^ provide adequate space for the special education prograjn within 
State mental health and mental retardation facilities. 

?• To provide access to information nee<^ed for the supervision^f 

educational programs by authorized Representatives of the Denartment 
of Education in those State facilities ooerated by the Denartment 
of Mental Health and Mental Retardation. 

. 8. To cooperate with the DcpartiiK^nt of' Education in a study of incntnl 
health needs of handicapped cliildren^for possible inclusion in the 
revised Mental Health State Plan. 

9. To cooperat% with the Department of Education and^^ocall school 
divisions in providing them with written nroceckfres thaft are 
required wlicn considering the admission >of haFiuicapnca children 
to faci]itics operated by the DcourtrTic'nt of/flcntal llc-jlth and Mental 
iletardation. 

The Department of Education agrees to the following: 

1. To nro\dde appronriate special education services tlirouph local school 
divisions for those children identified and diagnosed as being 
emotionally disturbed or mentally retarded, 

2. To nrovide annronriate cducat-ion for emotionally disturbed children 
ages 2-21 within mental health facilities operated by the Denartment 
of Mental Health and Mental Retardation in accordance with Board of 
Education, regulations. ^ 

5. To provide supervision of special education programs conducted within 
Stale mental health and mental retardation facilities. 

4, To provide consultation regarding ^vailabVe special education curriculum 
materials for programs conducted for handlcanped children in State 
mental health and mental retardation facilities. 

Funding Sources: * 

^ « ^ « 

The implementation of this agreement is contingent upon the availability 
of appropriate funding for the above referenced services. 
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Leo^E; Kirven, Jr., M/d/ 



Comnissioner 




John Davis, Hd. D. 
Super iA*6ident of Public Instruction 



^ 



Date 



\ 



Approved by: 



Jean L. Harris, M. D. 
Secretary of Human Resources 




Approved by: 



.J. Wade Gilley, Ph. U. ( 
Secretary of Education 



Date 



Date 



/ 
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INTERAGENCY COOPERATIVE SERVICES AGREEMENT 
BETWEEN ■ 
VIRGINIA DEPARTMENT OF EDUCATION 
AND 

DEPARTMENT 0^ WELFARE 



This interagency cooperative services. agreement is made and enterjld into 
by S. John Davis, State Superintendent. of Public Instructipn, "and WilTiam L. 
Lukhard, .Commissioner of the Department of-Welfare, 

The purpose of this agreement is to provide for maximum coordination and 
utilization of services* of each Department in order to be consistent with the 
Revised State Plan for the Identification and Diagnosis of Children Who Are.x 
Handicapped^ '■ - ; yt 

The provisions of this agreement shall reflect the policies of the Depart- 
.•nent of Welfare and the Department of Education, and shall become effective upon 
the date signedN^ the Commissioner and the Superintendent. This agreement s.hall 
terminate in one'^^i^r subject to .renewal with or without amendments. This agree- 
ment may be amended object to mutual consent of the parties, provided that 
such changes are stated in, writing to "the other party 30 days prior to the effec- 
tive date of such changes. Federal and/or State regulations or laws may be 
imposed which would necessitate changes or amendments. 

•4 

^ . A. The Department of Welfare Agrees to the following; 

• 1. To assist local welfare departments in the referral of children 
(ages 0-5) through the Early and Periodic Screening, Diagnosis 
and Treatment Program , to local health- departments for the 
purpose of diagnosing and identi^fying hamtjcapped children. 

' 2» To assist local welfare departments^n the appropriate referral/ 



placement of suspected/identified haniffcapped 
care in accordance with Regulations and Admini 
for the Operation of Special Education Prografq 



ildren under their 
rative Requirements 




1n Virginia. 



3. To assist local welfare -departments in their ^Terstanding of the 
characteristics and needs of handicapped chiMlfsn through iaformation 
and training. 

4. To develop and implement a plan for the training of foster parents 
caring for handicappecV children. ^ 

5. To provide, through local welfare departments, infjormation on all 
services and financial programs available to tlje handicapped child 
and family. 



6. To cooperate in the transfer of information coficerhing handicapped 
children between departments, consistent with State and federal laws. 



s 

Su 




• 7. To develop a sys|;em fbr^v rate structure for services to handicapped 

children in foster care facilities and to cooperate in the negotiation 
of rates, for various r^identia] faciHti?s servitig handicappec 
children. • , 

B. The Department of Education Agrees to the following: 

1. fo provide appropriate special edOcaiiion and related. Services through 
f local school divisions and State operated programs -artd facilities 

for those children identified and diagnosed as handicapped. " 

2. To share appropriate information with the Department of Welfare in 
conformity with the Management of Student's Scholastjc Record in 
the Public Schools of .Virgima . 

3. MTo cooperate. in the approval of private educationaVfacili ties for 

handicapped children in the care of welfare. 

•'4. To assist the Department of Welfare in the in)plementatix)n of the 
plan for understanding and training of department personnel, foster 
parents, etc., responsible for handicapped children in accordance 
with Regulations and Adrtinstrative Requirements for the^peration 
of Special Education Programs in Virginia . ^ • ' 

• 5. To cooperate in the'development of a system for a Vate structure for 

services to handicapped children" in foster care facilities and to 
cooperate in the negotiation of rates for various resident^Ff 
facilities serving handicapped children. 

C. Tunding » , ^ 

The implementation of this agreement is contingent upon the availability., 
of appropriate funding for the above referenced services.. 





William L. Lukhar^ 



Public Instruction Department of Welfare 
Date / % -^/y^O^ Date 



J. Wade Gniey, Ph. D. 
Secretary of Education 



Jean U/Hctrris, M. 0. \ ' ' ' 

Secr^ry of Humarf Resources 



Date 



Date 



ERIC 



Procedures for implementing the agreement b(gtwccn Matorrvil and ChiKI iicalth 
Service and the Sectipn for Special Uducation as they relnte to the Missouri 
Valley Regional Maternal and Child Health Office 

' . 

Maternal and Child Health Services, Department^of Health and the Section 
for Special Education, Divisior\ of Elementary and Secondary liducation, have 
made an agreement to coordinate their efforts toward 'the success of the Rural 
Screening Clinics. The two offices will be working jointly in identification 
and follow-up of children who are eligible for education of the handicapped. 

Upon completion of each screening, the rural screening team will. make 
referrals to parents of each identified child and to all other appropriate 
agencies, as determined necessary by the rural screening team. For those 
children identified as having an educational problem, referraLs will be made 
to their respective school 'districts and the Section for Special Hdj^ication 
also. 

Referral and follow-up procedures for the Section for Special Educlition 
and local school district (LEA) are outlined below: 

MCHS - Missouri Valley Region will: 

1.. Send all educational referrals to the identified chi IdVs^ p^urcf 
school district, and the Section for Special Education.! 




Section for Special Education will: ^ 

1. Receive a copy of all educational i^cfcrrals from MCHS, 

2. Place name of referred fChi Id in his/her respective school fi;^. 

3. File referral in the Special School Placement file. 

4. Contact a regional representative, such as Direction Services 
or Association for Retarded Citizen.s, to conduct follow-up on all 
educational referrals. This may -be done through verbal or written 
contacts with the child's parents and/or school district. 

5. Inform MCHS of all follow-up conducted and the results of it. 

Local Scfhool Administrators will: 

1. >lakC| referrals ^or screening to their community health nurse or 
local health facility. 

2., Determine whether to send one or more school personnel to attend 
all or part of the rural screenings and/or staffings. ^ 

3, Receive a copy of ^educational re{ferrals from MCHS. 



62 



71 • 



^ ♦ 

4 " 



> 




Rcfcx to the South Dakota- Administrative Special Lducation llanJoouk for the 
following procedures: 

4. Determine appropriate evaluation and source oi' funding {rccomnicnd;rt ion^s 
may be on referral and clarification may be obtained from rural screening 
team)v ' , 

5. Within 30 days organize a/placement committee mebt ing th the 
parent(s) of the. child, the>valuator or someone to interpret the . 
evaluation>data, an adwiriistraxor , a special education teacher, and 

\^ any support \services, • , 

6. Through t^e placement committee; write an individual educational ♦ 
program .(I EP) for the child, and< • ' 

' 7. Through the placement committee and the IHP, determiru- the 1 ' 
appropriate educational placement and plaoe^the child. 



I 
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RESOURCES FOR 'IMPLEMENTATION OF CHILD FIND 
Medlq' Resources . ... 
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* TV Stations - Including Cable Announcement and News Stations 
Radi(J Stations - Talk Shows,. -Sports, Announcecrients 
Major and Local -Newspapers . . .* 
Publications or Newsletters ' 

' Community Publications • i. * 

Loca*l Company or- Business'Publications . . 

iSchool Publications ^ ' • ^ \ 

Other Agency 'Publications - EspicalTy' those working with the 

handicapped . ' • * ' 

BuUetin Boards - Post .Office, 'Grocery Stores^ Laundromats, ptc, 
. • Bus lAds 

Billboards ' • / ^ 

Store Front Displays 
Awarenes|'Days ..... 

Fliers and brochures . ./ . ' -J 

'Posters 

Slide - T^pe Pre$entatiohs/Publ.ic Speaking ' ' 

Agency Resources . 

Medical Associations - Including Dentists , * . ' . 
Ethnic Organizations ; ; 

Parent Groups ' - . • * . • 

Service Groups ' ; * 
FrateriiaJ Groups ^ ' ' . 
s Social Service Organizations 

Day Care Centers and Nurseries' 
» ^ Public Health Agencies . ,\ . 

; Social Services Agencies. • ' " \ 

^ ' Child Oevelbpment Clfniqs ' 
^ ^ ^ Mental Health Couns'eT*ihg Centers 

• MH/MR.Gommunity Service Boards. \ 

• • Community Resources 

Welcome Wagon Kit^s: ' . ^ 

. - Physicians Offices - Pedjatricians, Obstetrtctans, -General" 

\ - • Practitioners^. Opthampl ogists, - Neunrfogis.ts- - 
hurches and'Clergymen 
Postmen - Rural- floutes A 
Military Bases ^ . - 

Majpc Employers - Includih'g Banks and Utility Companies ' 
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- APPENDIX D 
SCREENING < . . 

The purpose of screening Is to Identify all children who would benefit 

from' special education services. It Is a process to determine 'whether a 

child should be referred for Indepth assessment, and should not be confused 

with diagnosis, assessment or evaluation, as It may become too costly. It 

Is a brief, first step measurement activity which should be fast, efflclfent 

and economical and should only Indicate that the child Is In need of 

fu'rther evaluation. Further, a child should never be labeled or referred 
• 

for se^lces solely on the results of screening. 
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TYPES OF SCREENING 

Screening may be Individual or massed (community). Massed screening 
Is utilized to seek out children who may require assessment and spec1a4^ 
services and Is usually done at an educational or health care setting, such 
as a Head Start day care center, with the time and place announced and 
advertised to the public. Individual screening, on the other hand, is 
ongoijig and may be done in the home or in an educational or health care 
setting. 

For a massed screening, the following steps are recommfended: 

1. Identify existing resources - eliminate duplication, coordinate 
services and/or personnel. 

2. Select a screening coordinator - one person should be 
responsible for the development and coordination of the screening 

^ — - program. * 

3. Establish a planning committee for assistance in planning and 

* 

Implementation, from various personnel /agency resources. 

/ 
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4* Hame target population - geographic location, age range, 
eUgibiH^ requirements, how many children). 

5. Detemiine areas to be screened - e.g., developmental,' 

speech/language, hearing; vision, social/enotional, health. 

♦ 

6. Select screening instruments. ^ 

7. Determine who will administer each portion of the screening - may 
include paraprofessionals, volunteers and parents. ^ 

8. Arrange time\and place. 

9. Plan procedures for public awareness - timelines and methods. 

10. Implement public awareness program. 

11. Train screening^rsonnel. , 

12. Implement screenings. 

13. Data Interpretation - immediate feedback to parents or through 
letter or future conference. 

14. Collect and anlyze data • interpret for each child to identify 
those to be referred for assessment. 

This process my also be modified for use in individual screening 
programs. 

In most cases, both types of screening utilize a standard screeniirg 
instrument. However, in the case of an infant with a very severe or 
obvious handicap, an instrument may not be used. "Eyeball" screening 
suffices, and the child is referred directly for assessment. This may also 
be accomplished through a telephone conversation with a parent, where it 
becomes obvious that the child requires a'ssessment. With the more mildly 
handicapped child, ^screenin^ and assessment are usually two distinct steps 
in the process of identification. 



WHO REFERS FOR SCREENING? 

Referrals maj^ come from a wide variety of sources. The more 
Imaginative the LEA has been In Informing the community through Child Find 
public and professional awareness (see Appendix C), the wider the range of 
referral sources. Referrals for Individual screening typically come from a 
parent, professloneil or agency. Referrals may also come from primary 
health care providers, clinics, social services programs and general 
community sources, such as neighbors, postmen and clergymen. 

WHO SCREENS? 

One person should be designated by each LEA to coordinate all 
screening activities. Persons who do the actual screening may be parents, 
teachers, paraprofesslonals, health professional s, child care workers, and 
other volunteers. These people must, however, be trained to use the 
particular screening Instrument(s) by a professional who Is familiar with 
and has used the Instrument(s). These professionals may be educational 
specialists or supervisors, psychologists, speech therapists and others 
knowledgeable about screening Instruments. It Is Important lo emphasize 
that It is usually not economical to use professionals for the actual 
•screening and that their time will be more efficiently used to train others 
to screen because of the large numbers of children. Interagency 
coordination may be very helpful In the area of planning for screening and 
actually training people to screen (see Appendix B). 

It may also be helpful for the LEA to develop a citizens advisory 
board or council. In order to mafntain community Interest in screening 
efforts and to make sure the community is aware of screening plans. People 
serving on the screening advisory board may be parents of handicapped 

• 
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children, representatives pf agencies serving pre-kindergarten children and 
othe?' +nte)h8sted people within the community. 

COMPONENTS 

The screening for each child should include the following components: 
1. Information including the age at which developmental milestones 

were attained. 
2r Results of previous iissessments and evaluations. 

3. History of treatment received for disabilities. 

4. Cognitive and/or speech/language functioning - receptive and 
expressive. ^ 

5. Gross and Fine Motor functioning. 

6. Sod al/eraotional /behavioral functioning. 

7. , Self-help skills, when applicable. 

8. Observation of the child in home or educational setting. 
Items one through three may be obtained from the parent or guardian 

either through interview or written form. Items four through seven are 
usually covered by administering a general standardized'^screenlng- 
instrument. Item eight is usually accomplished during the administering of 
the screening instrument. Some instruments, however, may only require 
information from someone knowledgeable about the child, and in these cases, 
the screener should make a point to observe the child. Therefore, the ' 
screening consists of: 

A. A brief parent interview or form. \„ 

B. Administering of standardized de ve lopme fit a V.screer\iflg "instrument. 

C. Observation of the child. 




If possible, it is also desirable to administer or review the results 
of both a visual and auditory screening* This may be practical for a 
massed screening, but not for individual screening, unless the child 
obviously requires them* In any case where a child is suspected during the 
screening of having a visual or auditory problem, but tests cannot be 
administered, the screenfng report should include a recommendation for 
assessment in these areas* Experienced screeners should use their 
discretlo/i in deciding what instruments to administer during the screening.* 



SCREENING INSTRUMENTS 
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A screening instrument should be chosen with several criteria in mind: 

® It should be stancjardized (should, compare the child with the 

general population)* 

^ It should be easily, quickly, and economically administered (cost 

effective). ^ 
» 

* It should accurately sort out children who need further study 

with as few mistakes as possible (valid and reliable). 
^ It should be acceptable to the professionals who may be doing 
- follow-up assessment. 

^ it ,shou1d address all or most of the areas mentioned above as 

components of a screening. 
It is advisable for^the LEA to choose one standard screening 
instrument to use for all children. This will facilitate ease in training 
^ of screeners, administering the instrument, and reporting the results. The 
LEA should be careful not to use assessment instruments for screening 
because it win be'costly and time consuming. • . „ 
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An educational agency which has developed Its own screening Instrument 
may use It If It nieets the criteria outlined above. If one has not been 
developed, It Is 0^a)i]e to use an. Instrument which has already been 
developed and proven. effective, rather than go to the expense^and t^ime to 
develop one^ Available Instruments usually will meet the LEA's needs. 
Appendix T provides guidance in this area. 

THE SCREENING REPORT . ' 

The Report should be a brief report summarizing the results of the 
screening, written by the person who screened the child. It should Include 
the following: 

. U A brief summary of the information reported by the parent or 
guardian. (If a form is used, it may simply be Included.) 

2. A brief summary of the results of the screening Instrument. 

3. A short description of the observation of the child. 

4. Recommendations 

The recommendations are the -most Important part of the screening 
report, and should *e written only by the screening coodinator or their 
designate. The recommendatioh may be one of three alternatives: . . 

1. No Services are indicated at this time. 

2. The child sljould be re^screened at a later time (st^te length of 
time). ^ ' * , ' ' / 

3. The child should receive further assessment. 

For alternative three, any areas, of assessment that'need special * 

attention should be'notfed (e.g. visutfl, speech, etc.)^ If the screener is 

in doubt as to which alternative to report, the .child should be referred 
• • • . 

for complete assessment. ' • . . 




The entire report- may be very brief and complete instrument results 
may t>e attached. Screening results which indicate further assessment or no 
services at this tipe should be reported to the home school ARD for further 
action or filing. Results which indicate screening at a later date should 
^ be returned to the screening coordinator. These results should be shared 
with cooperating agencies so that the child may be tracked as closely as 
possible* All screening reports, regardless of result, should be 
maintained by the screening coordinator. 

EVALUATION-OF SCREENING ACTIVITIES 

Each LEA shoyld evaluate the effectiveness of the screening process. 
Data should be maintained and compiled by the screening coordinator which 
shows how many children have been refe^rre^for screening, the source of 
referral, how mary have been screened, how mary have been referred for 
further assessment ar are being tracked, and how mary of those assessed are 
subsequently labeled for service. Cost analysis data should also be kept. 
Examples of this are provided in the model screening programs presented at 
"the end*oi[ tHi? appdndij. 

. ; As "a rest^lt^f the statistical and cost data, the LEA should detenmine 
whether aryjchanges are necessary 1n the screening process {e.g. change in 
screening instrument, change in the trainlng^of screeners, etc^). At this 
iJoint, if the educational agerlqy .his any agreements with other agencies, 
interagency cooperation will bt necessary so that the changes will be 
effective and economical for ill. * ' . ^ 

/ ♦ 
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PAREMT INVOLVEMENT . 

If .the child Is going to be Involved In a formal ''hands on" screening 
(e.g* administering of a screening Instrument and/or an observation) the 
parents^* written permission should be obtained. In addition, It Is 
advisable for the screener to consult with the parents in gathering 
information as well as to explain the screening procedure to them. It 
should be explained to the parent that screening will not be used to 1abe\ 
the child or to develop an lEP, and that the child will not be diagnosed or 
placed in special education based on the results. Other things to explain 
to the parents are: 

* The reason for the screening request, if someone other than the 
^ parent has requested the screening.. 

^ • Who will actually screen the child. 

* The procedures to b^ used (what Instruments, etc.). 

* How the findings will be used' aod who will use them. 

* The assurance of their full involvement in the results of the 
screening. 

It maty be advisable to Include these things on the written permission 
form. The screener should also' utilize the parent as fully as possible in 
collecting Information on the child. Ffnally, the parents should receive a 
copy of the screening report from the screening coordinator with an 
explanation of the next action, If indicated. At this point, the screening 
coordinator may wish to refer the parent to other agencies, if the 
educational agency is not going to continue following the child, and a need 
is apparent for another type of service. 
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MODEL SCREENING PROGRAMS 

Following are several models, which have been excferpted from the 

following source: 

Ramey, C. & Trohavis, P. - Find^g and educating the high-rish. and 
handicapped infant. Chapel Hill, N.C.: Techntcal Assistance 
Oevefopment System (TAOS), 1980. ' ^ 
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CHILD DEVELOPMENT RESOURCES INFANT PROGRAM/OUTREACH PROJECT 
Lightfoot, Virginia 

• 

BACKGROUND AND PRpGRAM OVERVIEW 

This communis screening program known as (Child Check) grew out of 
the Early Identification Project, which was funded by a grant from the 
Virginia State Department of Developmental Disabilities from 1973 to 1975. 
So many infants were identified during the two years of the proejct that a 
comprehiensive identification system was developed with four contact 
strategies: (1) Child Check (community screening), (2) media public service 
announcements (newspaper, r?dix>, posters), (3) physicians/hospital 
referrals, and (4) surveys. 

Since the community served is multi-county ranging from very rural'to 
sophisticated urban. Child Check goes into the community every spring to 
screen infants from birth to 2. Places are identified where large numbers 
of people frequent, (i.e., theatre lobbies, shopping centers, schools, 
churches, social services offices, etdJ and at key times ol the day and 
' wekic (lunch, early evening on Friday or^ Saturday) Child Chetk staffers * 
administer the Prescreening Denver Questionnaire and other appropriate 
tools for vision, hearing, and speech problems. The Denver is scored on 
the site with parents given results immediately. If the.;child fails, a 
recommendation is made for a further, in-depth screening at another date^ 
and site using the whole De*nver. 

Current funding sources fdr the Child Chect pro^graiti are: the state 
(60 percent), United Fund (20 percent), publijc contributions (10 percent), 
and private contributions (10 percent). 
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Target Audience for Screening;^ Infants 
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Obstetric complications Neurological problems 

Low birth weight ^ - DevSlopm^ntal problems 

Postnatal Illness' ^ Sensorimotor problems 

Prematurl^ Environmental hazards 

Ptyslcal anomalies * Multiple factors 

Conditions, Environmental Insults., Genetic Traits, or Handlcafis being 
Screened ^ ' 

Development delays, vision/hearing losses, artd speech Impairments 

Cost Data ^ ^ (fi 

The fallowing cost data are based on serving approxim^ttely 100 
children: *\ ' 

!• Approximately $2,42 per child without mailing evaluations and. 
results to parents first class,^ *^ ^ 

2. Approximately ^$^.97 per* child with maililfig evaluations and 
results to parents first class, 

3. Cost win vary depending on: . * 

a. amount of posta'ge ' * 

b. number of paid staff, , • • 

c. an other costs are minirifal 

• 4. These costs include one speech therap.ist at $20.00- per day and 20 
hours of staff time to coordinate, train and do fonow-up. Once 
a core of volunteers has been trained, costs are reduced since 
future training can be done by volunteers with -minimum sta^ff 
supervision. 

5. This estimate does not include staff time for fonow-up home 
visits. It does presume Denver fescreening... 

Servi ces/Trai ni ng/Materi a 1 s Aval Table 

Child .find; A Manual. Describes, the process of locatilf^and 
Identifying children who are handicapped, suspected handicapped or 
at-risk. Techniques include community education, use of the media, 
involving the medical profession, surveys, interagency relations, and 
community screening. 



FOR MORE INFORMATION, CONTACT: 
Corinne Garland/ Executive Director 

Child Development Resources Infant Program/Outreach Project 
Chilrf Development Resources 
P.O. Box 299 

Li^htfoot, Virginia 23090 
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PROJECT RHISE OUTREACH 
CHILDREN'S DEVELOPMENT CENTER 
ROCKFORD, ILLINOIS 



BACKGROUND AND PROGRAM OVERVIEt^ 
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Project RHISE was originally funded under the H^EEP to develop a model 

« 

for service delivery to handicapped and developmental ly delayed Infants. and 
their parents In an urban, multlcounty area. Now In Its sixth year, the 
project focuses on outreach ~ providing training and technical assistance 
to those replicating the model or adapting It to meet their service needs. * 

OncT component of the RHISE model Is screening, which Is accomplished 
three ways. First, children referred to the 'program are screened to 
deterjnlne their need for an In-depth assessment (prior to program entry). 
Some children with clearly demonstrated disabilities bypass the screening 
process and go directly Into In-depth assessment. Second, children In 
high-risk groups are routinely screened. These Include all graduates of 
the neonataV Intensive care unit at the local hospital, all children • , 
Identified as having iiigh levels of lead-in their blood, and children 
living in economically depressed areas who are considered at risk for 
developmental delay. Third, mass screening efforts are made three to four 
times a year using such methods as publicizing free screening at shopping 
"ceijters and In conjunction with pre-school an(j pabllc school registration. 

Funding sources for screening are": the state (45 percent) ,' local 
*4igenc1es (40 percent),, fees (ll percent), and private contributions (4 
percent) )t - " . 

Target Audience for Screening ; Infants 

'l'ncK5i^ors -of Risk: 

r Obstetric complications * Neurological problems / 

Low birth wiiht * Developmental problems ^ 

^ostn^ttai iT\yiess Sensorimotor problems 

Prematuruy^^ . ' Environmental hazards 

PhysieTal anomalies MuUiple factors 

• \ ♦ ■ ' " 




' i Conditions, Eiwircmrnental- Insults^ Geffetic Traits^ or Handicaps >being ^ 

N . $cr*gened ^ '- /v ' - . .. 

- . - :•, S^r^eirt/ig i-sTror'^deJays- In development, many ck-ld be due to any of ' 

the full" rangfe^of handicapiilng conditions,- environmental factors, 
^ ■ nrtsc«Tla"neotJS genetic traits, or'htfalth impairments. ' • * 

Evidence 6f effectiveness * * - 

A^tatisticai Summary Report can be obtained from Project^ISE' which 
details both children's progre$s and parents* progress. Screenirtg data 
from the Denver Developmental Screening test is also avail abe in written 
report. * . 

Mass Screeinq Costs . • ^ 

* * Th? cost data in Table 3 are based on a model \vhich has* the, foil owing 
allowances per child screened :< 

*- 20 mtnutes for actuaV screening . > , 

' • - 10, minutes for* the individual 'administering the screening to 
write the report ^ 
-^10. minutes for the secretary^ to type and file reports . / 

- 5' minutes^foV the client coordinator to do* scheduling,- etc.. 

- 4 minutes for the media coordinator to do. advertising and * 
• * ^ . public relations \ . * 

. . Table 3 . , ^ I • 

* - ' ^ Costs for Mass Screening by Project RHISE • • 



Basic* 


Cosi of Screening- by Administrator , . 




Costs by 
ODST Outcome ' 


Aide B.S.. Teacher 
SU56 • 7$2.85) 


.M.S. Teacher .; 
($3.68) . 


Volunteer 
(-0-) 


Pass . ^ 
($1.57) • 


$3.13 ' ' * $4-42 • 


$5.25- " 


4k 

$1.57 ^ 


Fail-.. 
($2.21) - 

*The basic cost 


$3.77 $5 '.06 * ^ 
flaiire inclijde^ materials 


J $5.89 
and secretarial client 


$2.21 



coordinator, and media Coordinator time. It is -considered a fixed amount 
per child screened. It does not include either the. initial investment in 
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the permanent equimftent and materials needed to 6h 
trairting volunteiNB^ * ^ 
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e OftST or the cost of 



the re.conmn<i&i- ihiiU} •tnvestment ?n permanent equfpment and ^ 
materials to do the OOST .on » mass, screening Ufais is. 16 Denver Kits, 16 
Dfrriver^fcajetioo Manuats, I Instructor's Manud:V, and 1 Proficiency 
Manual,' yoTWeers- can' be traln.ed^with these materials. •' ■ ~ • 
" The cost of initial -investment in- materials i^fapproximate-ly ,$152;50. 
The <:os.t t>f training- vol unteersTB^sed. on a' -workshop with- 15 participants, 

is approximately $7.10- per. yolyrit'eer. * 

* **'*..' ' ' • • ^ ' ^ » 

The* mbdeV i;osts assume that screerdJig' ls done at the progr^im. If they 
•'are done. at another site^ transpat^^ti^Dit costs must be added, as ^eU as . 
additional 'salary for travel Ing. personnel . 
Individual Referr'al 'Sicreehing Coits' * ■ 

the cost dat in Tabi-e 'fi.are bas^ on ^a inqdel which has |:h^ fallowVfi^, 
aTlowaoced. per child screened; . ^ ? 

- 3^ minutes f6r,act"ual screening . . - 

- 30 minutes for the tndiyiduaT admirti staring the scre6n4ng to 

wpttB the repwrt •. ' ' - . . - . ^- 

- 30-mfnutes for the Secnetarx. JOvtyp^, arrd file reports 




- 30l^M»e& fort the client cdoTsJicfator £o^ ma^e eonla^^V 
^fedtiTe th6 screen in^» etc. ' < \ '.^ 

'. "" .'.Table .4- ' '.. - ' ' ' -. .' - 
. ' " . ■ • ■ ' ■ ' ■-. • 

Costs for Individual Screeninti by/Pro ject7RHI.§E 





Cost of Scf^een'lnq by Administrator ' • . , 


Basic Cost* ^ 
by Test -Outcome 


, . A4de •■ 
■($■3.11) 


■8 .S.; Teacher 
($ 5.69) 


- Teacher , 
($ 7.35) 


Pass al 1 .areas of DDST 
($6,201 


$-.9.31 


■ $"11.69-' - ■• 


$13.55 


Fail one area, of DOST 
($7.75)- 


$10.86 ■ 


$13.44. 


■ .$15. lO'- .;■ 


Pail two areas of -.DOST 
($9.30) 


$12.41 


$14.99 


■. , $i6*.65 


Fair tHree. areas of t)DST 
•V$10.85> ■ • 


■ $13.96 V 


$16.54 




Fail foir areas ofJlDST 
($12.40) 


$15.51-. ' 


. • '.HisM'-:-. 


■ iir ^ - ^ 


*The baik cost figure, includes materials and- .i6cretarlAr,an* ciieat 



cpofdinator ciem. it is anxea amouni:- per cm iq screeneo.. it uuBa.nuu. 
Include the inital investment in pe'ni\4nent .effui^J/netvt ami iiuiterjals,ft^ed«d 
to do the Denver Developmental Screening TeS^t*. The initial inVestmeftt. is 
$6.25 for each Kit,and $3.0a-^for;the .fhs.tmtibn./tanual .. . - 

' ■ ■ - V .-^ ' 



Servi ces/Trai n1 ng/Mat eri al s Aval 1 abl e 

Workshop Training Format for the Denver Developfrfent Screening Test > 
The format for^a six-hour workshop in the use of the DOST Is available 
for use in training paraprofessionaps and volunteers in the community 
to screen children for potential developmental difficulties. 



For More Information, Contact : 

Sue Wilke, Training Coordinator' 
Project RHISE/Outreach 
Children's Development Center 
750 North Main Street 
Rockford, Illinois 61103 
(815) 965^6745 
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APPENDIX E 
ASSESSMENT 

For comjxlete information on general assessment guidelines and 

requirements, the reader should refer to Protection in Evaluation: 

Procedure's for Assessing Students (Maryland State Department of Education, 

Special Education Division, 1980)* This, section focuses on assessment 
* 

issues particulefr to the birth to three population. 
Parent Involvement 

Including the parent(s) in the evaluation of the infant is critical. 
First, it. is l>elpful to the examiner to have the parent present during the 
formal ' assessmerttjr since the child will be more comfortable and willing to 
perform. ''In some instances. It is even advantageous to place the child on 
the mother/s lap during the examination to provide security for the child. 
If the child is not cooperating or'^not performing up to potential, the 
mother can repot^ what the child is 'capable of doing under normal 
circumstances. Occasionally, the examiner may wish to have the mother 
elicit responses from the child. 

Secondly, a measure or -observation of the mother-child interaction is 
an important component of the assessment. Because the parents are the 
"primary caregivers and the child is so developmentally pliable during the 
period of infancy, an indication of the mother's patterns of caregiving and 
the child's own initiation of and responses to interaction will be 
Important in diagnosing the child's problem and subsequently planning for 
intervention procedures. This may be done by observing the mother and 
chHld as th6y interact during the assessment, or can be done more formally 
by asking the mother to play with the child or teach the child and record 
mother and infant behaviors on a checklist of responses. The Caldwell Home 
Inventory is an example of such a scale* 

80 • ' ' 
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Third, the assessment should include a developmental history of the 
child, and the parent is the best source for this information. Parents may 
also have ined^ical information and other information compiled by various 
agencies who have seen the child. 
Location of Assessment 

The location depends on several factors: 1) type and severity of the 
child's disability; 2) geogn|Dhic location of the school (rural, suburban, 
urbdn); 3) available resour^^ in the school and community; 4) parents 
preferences; and 5) funding sources. It is important, however, that the 
assessment takes place in a setting that is familiar and comfortable for 
the child, so that the best performance may be elicited. 

Occasionally, however, in the case^ of a severely or multiply impaired 
infant, it may be necessary to bring th child to a clinic or center where 
he/she may be seen by a muUidisciplinary team for assessment. Children 
with mild or moderate problems should be assessed by community or school • 
based professionats who are more likely to understand the socioeconomic 
culture and environment of the child, and be involved in an early childhood 
network, having the potential to be involved in the future progress of the 
child. ^ 

The MuUidisciplinary Team 

AU-the professionals who deal with handidapped children have the 
potential of being involved in the assessment of children aged birth to 
three. Because it is impractical in most cases, to have many persons assess 
a child in all areas of development, it is suggested that the child be 
assessed only in areas of suspected developmental problems. The Bylaw 
requires that the child receive an appropriate educational assessment in 
the areas of reading, math, spelling, written and oral language and 
perceptual motor functioning, as appropriate. Because the first three or 
four of these areas are not usualy appropriate for the infant or young 

- . - ; ' ' SI ■ ' . 
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child, a formal cognitive or developmental measure such as the Bayley 
Scales or the Cattell, will serve to fulfill this requirement. These 
measures must be ^administered by a person qualified to do so. In some 
cases, a less forfnal Instrument may provide Information on the child's * ^ 
development in most areas of functioning, which may be given f% Q ft E, | 
educational specialist. . Ul»f*" 

Beyond this primary component, other professionals should participate 

in the assessment as indicated by the child's problems. This may include 

* * 

physical therapists, occupational therapists, speech therapists, medical 
personnel, hearing or vision specialists, social workers, and any^ other 
professional or specialist who may be able to contribute to the diagnosis 
of and planning for the child. 
Components of the Assessment ^ 

The following components are suggested for the assessment of the birth 
to three handicapped child: 

1) A formal or information Instrument which measjjres the child's 
development in most areas of functioning (as described above). 

2) A developmental history, including developmental milestones, 
^ . medical history, and any previous intervention efforts, 

educational or otherwise. 

3) A formal or informal observation of parent-chijld interaction, 
ir^tludilg an appraisal of the general hojne environment. 

4) **' Any other^speciar assessments needed for a complete evaluation of 

the child, such as physical, medical, speech -and language, 
hearing, vision, etc. 

f 
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There are several considerations that must be taken into account when 
assessing a very young handicapped child* The examiner should bear the 
following things in mind before and dliring the assessment: 

a. ^State Considerations - the infant's state (drowsy, awake and 
alert, active, etc.) must be taken into consideration for 
assessment. What has occured before the assessment, such as naps 
or feedings, will affect the infant's ability to perform to 
potential. Tolerance varies greatly from Infant to Infant, and 
special considerations such as medications, and seizures should 
be voted and accounted for. 

b. Response Style - The examiner must pace the assessment according 
to the baby's response style. For example, a Child with cerebral 
palsy may process slowly so that more time is needed for Items. 
Other babies may satiate very quickly so t/iat ,the examiner must 
move along at a fairly rapid pace. 

c. Contextual Cpns'iderations - The examiner must have a feel for the 
child's distractibility. Young children may respond to certain 
types of visual stimulation such as patterns, bright objects, and 
contrasts (be sure tha^ the child is attending to the proper 
stimuli, rather than your shiny necklace or checkered blouse!). 
It is. usually good practive to present test objects one at a 
time, with the others hidden, so that the- child can focus their 
attention on the task. ^ . 

d-; Response Limitations - The examiner must identify the child's 
^mode of response. For example, a physically handicapped child 
may not be able to complete a response even though they may . 
understand the concept. Usually or hearing Impaired cMldren 
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may also have rent modes of response. The examiner >^st 
take these limitations Into consideration In order to determine 
the child's true level of functioning. The conditions Vof t*ttL«u-, 
assessment (child's limitations, prompts given for test Items, 
etc,) should be noted In the assessment report, stating whether 
the examiner feels that the child's full abilities haveJiee 
tapped. 

e. Positioning • The positioning of both the child and the test 
materials Is Important. A physically handicapped child must be 
positioned so that the maximum' respo>T^e can be facilitated. For 
example, the chair should fit the child, their feet should touch 
the floor, and careful positioning can inhibit extension patterns 
which may inhibit proper responses. Materials for testing must 
be placed so that the child can easily regard them and touch them 
if' required. For example, a child with cerebral palsy who cannot 
move his/her eyes vertically will not be ablt to follow the 
trajector of a falling object. This could be mistaken as the 
lack of a particular concept. 

Mailitaihing Interest and Performance - The examiner should 
balance the failures and successes during the assessment to keep 
the child motivated and not frustrated. This will also insure 
that the parent does not become discdOraged. ^ 

Assessment Instruments ^ 

The following Instruments are designed specifically for the assessment 
of v.ery young children. The Instruments vary in purpose, age^range, and 
"areas of assessment, so that they should be thoroughly examined by LEA's 
before use in order to assure that they will be used propeNy by qualified 
exanilners. 

84 




- Brazelton Neonatal Behavioral Assessment Scale 

- Bayley Scales of Infant Development 

• Cattell Infant Intelligence Scale 

- Caldwell Home Inventory 

- Milani • Comparetti Developmental Screening Test 

^- Denver Developmental Screening Test (DDST) ^^-^^^ 

y Denver Prescreening Developmental Questionnaire (PDQ) 
ly^Alpern • Boll Developmental Profile 

- Boyd Development Progress Scale 

- Neonatal Perception Ln^fintory 

- Carfey Infant Temperament Questionnaire 

- Erickson's Parent-Infant Care Record * 

• Washington Guide to Promoting Devel opment' in th^ Young Child 

• Denver Eye Screening Test (DEST)^ 

- Denver Articulation Screening Exam (DASE) ^ 

- Denver Audiometric Screening test (DAST) 

- Gesell Developmental Schedules \ ' - 

• Learning Accomplishment Profile . * ^ - . 

- McCarthy Scales of Children's Abilities ^ 

- Portage Guide to Early 'Education 

- Preschool Attainment Record 

^ m ' ^ . 

Additional references are offered in Appendix F. 
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Included here 1s the list . of screening and assessment Instruments far 
the birth to five year population, Which are available for loan to local 
education agencies and other cooperating agencies from the Maryland State 
Department of Education (MSDE), according to Section 3.3.2 and 4.3.2 of the 
plan. MSDE does |pt necessarily endorse ^t]iese Instruments, however, would 
like to make them available for trial use and examination so that LEAs can 
make their own decisions as to which Instruments to choose for consistent 
use. A riatrix has been provided which lists the author and publisher, the 
purpose and description, the age range and disability, the examiner ^ 
qualifications and other pertinent information* regarding each instrument. 

Additionally, this list of Instruments is by no means complete, and 
LEAs are encouraged to examine as many screening and assessment measures as 
possible. • The following resources may provide more detailed information on 
a larger numbqr 9f instruments:' 

Test Analyses; Screening *and Verification Instruments for Preschool 
^ Children (3 Volumes). Pennsylvania State Department of 

Education, Harrisburg, 1977, 1980. (Also available through 
ERIC). \ 

Early Childhood - IdenU'f ication and Assessment > 1977 Topical 
1) \ Bibliography No. 702, CEC Information Services- and Publications, ^ 
. Reston, Virginia. ^ 

Perspectives on Measurement (from: A Collection of Readings for'^ 

Educators of tYoung Handicapped Children, edited by Talbot Black). 
Technical Assistance Development System (TADS), Frank Porter 
Graham Child Development Center, University of North Carolina, 
Chapel Hill, 1979. 

Evaluation Bibliography: Parent Child Decision Makers - "[adscript #2. 
Distributed by: Instructional Materials CenteV, 1020 South 
Spring Street^ Springfield, Illinois, 6a706. 

Gallagher, J.J. and Brodley, R. Early Identification of Developmental 
Disabllitifis , Yearbook of the National Society for Study for 
Educat;1ori. Part II (Vol. Jl). Chicago: University of Chicago 
Press, tft72. 

"'Qrim, J. (Ed.) Ev^rl-uation' Bibliography . Chapel Hill: TADS, 1973. ^ 

Cobrdinatihg Office for Regional Resource Centers. Preschool Tjest 
^\ Matrix. Lexington, KY: University of Kentucky, 1976. 

Crdss, L. & Goin, K. (Eds.) Identifying Handicapped Children . New 
J York: Walker and. Company, 1977. 
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Johnson, K. & Kopp, C. A Bibliography of Screening and Assessment 
Measures for Infants^ University of California, Los Angeles* 



Walter, D.K. & Wiske, M.S. A Guide to Developmental Assessments for 
Young Children * Early Childhood Project, Division of Special 
Education, Massachusetts State Department of Educaiton, 1979* 

Chazdon, C. & Harvey, D. M. • Child Findc A Handbook for 

Implementation , Denver, Colorado: Colorado Department of 
Education, 1978. # 
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1. Animal Crackers . 

2. Bay! ey 'Seal es of Infant Development . 
3^ Behavioral Characteristics Progression . ^ " 

4. Bender Visual Motor Gestalt Test 

5. Brigance Diagnostic Inventory of Early Development ' 

"fx • 

6. Carolina Developmental Profile . ^ ' 

7. Denver Developmental_^reening Test " 

8. Developmental Ta^t of Visual Perception 

9. Environmental Language Inventory \, / / 

10. Environmental Prelanguage Battery ^ 

11. Goldman - Fristoe - Woodcock Test of Ayditory Discrimination 

12. Hawaii Early Learning Profile (HELP) 

13. Kindergarten Auditory Screening Test 

14. Learning Accomplishment Profile (LAP) 

15. Lindamood Auditory Conceptualization Test ♦ 

16. McCarthy Scales of Children's Abilities 

17. McCarthy Screening Test 

18. Minnesota Preschool Scale Form A 

19. Motor-Free Visual Perception Test 

20. Peabody Picture Vocabulary Test - Revised Forms L and M 

21. Portage Guide to^ar'ly Education 

22. Preschool Attainmertf Record (R^arch Edition) 

23. Preschool Langua^ge ^cale 

24. Preschool Language Screening Jest 

25. Progress Assessment Chart of Social and Personal Development - Form P 
(PAC) 

26. Psychoeducational Evaluation of the Preschool Child 

27. Quick Neurological Screening Test ^ 

28. Wechsler Preschool and Primary Scale of Intelligence (WPPSI) ■ 



V 



Test 



Author/ 
Publisher 



Purpose/Description 



Animal Crackers Adklns/Balllfl 

CTB/McGraw Hill 
1973 



Bay ley Scares of 
Infant ,Devel bp- 
men t« 




Bayley 



The 

Psychological 

Corporation. 

1969 



Screening 
To provide Information, 
regarding a child's motivation 
to learn and achieve* Looks at 
non^lntellectual oriented 
behaviors (school enjoyment, 
self-confidence, purposlveness, 
instrumental activity and 
sel f-evalifat1on).* Scores may 
be converted Into percentile 
rankings. 



Assessment 
The Mental Scale assesses ^ 
sensory perceptual acuities, 
discriminations, and ability to 
respond. The Motor Scale 
measures the degree of control 
of body coordination of the 
large muscles and manipulating 
skills of the ha^ds and 
fingers. The Infant Behavior 
Record assesses the child's 
social and objective 
orientations toward his 
environment. Scores may be 
compared to norm tables to get 
a mental and Psychomotor 
Developmental Index or an age 
equivalent. 



Age Range/ 
Disability 

Preschool - 
Grade 1 -All 
disability 
groups. 

Prerequisite 
skills: 
Knowledge of 
V^ft and 
right. 

Not 

recommended 
for bilingual 
children. 

,CA: 2-30 
fftonths - All 
disability 
groups. 



Examiner 
Qualifications 



Other 



Knowledge of. <^ 
instructions in manual 
and should be sensitive 
to the child's 
reactions and rapport. 



Should have, experience 
iri testing Infants of 
all ages, and be able 
to effectively Interact 
with Infants at various 
levels of development. 
Should be thoroughly 
familiar with the 
directions and scoring 
procedure. 



1 Administration 
Booklet 

Examiner Manual 
Missing ' 

1 Consumable 
Individual 
Performarice 
Record 



Test materials 
complete. 

Consumable 
record* forms. 

Materials not 

provided: 

8 common items. 



Test 



Behavioral 
Characteriftics 
Progression 
(BCP) 



Bender Vi s^l 
Motor Ge/talt 
Test 



o 



Brigance 
Diagnostic 
Inventory of 
EarVy 

Development 
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Author/ 
Publisher 

Santa Cruz 

Special 

Education 

Management 

System. 

VORT 

Corporation 
1973 



Purpose/Description 
T 



Bender 

*. 

American Ortho- 
lisychiatric 
Assoc., InCa 
1946 



Brigance 

Curriculum- 
Associates 1978 



Sc reen i ng/Assessment 
Designed to detect visual 
perceptual difficulties and the 
possible presence of brain 

dama ge. Child is asked to 

reproduce (draw) 9 figures, and 
each figure is analyzed in 
accordance with specific 
criteria.' 



Screening/Assessment 
Criterion and Normative 
Referenced. 

Determines developmental level 
and strengths and weaknesses in 
the areas of psychomotor, self- 
help, speech and language,*^ 
general knowledge and 
comprehension, and early 
academic skills. 



Age Range/ 
Disability 



Screening 
Nonstandardized, criterion 
referenced to help a teacher 
identify which behaviors to 
focus upon within the basic 
areas - Self Help, Perceptual/^ 
Motor, Language, Social V 
Academic, Pre-vocational and 
Vocational. May be used to 
determine a child's present 
performance levels, as well as 
short term objectives. 



Age range not 
specified - 
All 

disability 
groups. 



CA: 4yrs. - 

Adult 

All 

disability 
groups. 

Preprequisite 
Skills: 
ability to 
copy forms. 

Developmental 
Age - Birth 
to 6 yrs. 



Examiner 
Qualifications 



Other 



Must be familiar with 
the child's habitual 
behavior and 
performance and must 
have good observational 
skills. May be the 
classroom teacher. 



No specific training 
necessary to 
administer. The person 
interpreting the 
reproduced figures 
sTjouTd be lcnow1edgeab1e 
about the scoring 
criteria. 



Can be given by a 
paPaprofessional with 
professional 
supervision. 



Contains one BCP 
Binder, 3 sets 
of BCP charts 
and 2 BCP 
observation 



booklets. 



1 Manual 

Consumable 
Record Fonrfi 

Figure Cards 
Missing. 



V 



/ Manual , 
including 
laminated pages. 

8 Developmental 
Record Books 
(Consumable) 

Some test^i terns 
require ' 
material s 
commonly found 
in the home or 
classroom. 



y3 



Test 



Carolina 

Developmental 

Profile 



Denver 

Developmental 
Screening Test 



Developmental 
Test of Visual 
Perception 



< 1 / 
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^ Author/ 
Publisher 

LIIH^ i Harbin 

Kaplafi Press 
1977 * 



Purpose/Description 



Fran|cenburg» 
Cbad^» Fandal »^ 

)(92uk and Cohrs 
LADOGA Project 
and|Publ1sh1ng 
Foundation » 
Inc. 1975. 



Frost1g» 
Lefever» 
i/hUtle5ey 



Cohsulting 
Psychologi 
Press 1966 



sts 



Screening 
Criterion referenced behavior 
checklist designed to be used 
with the Developmental Task 
Instructional System* Designed 
to assist teacher In 
establishing long range . 
objectives In fine motor, gross 
motor, visual perception, 
reasoning, receptive and 
expressive language^ 

, Screening 
To aid In the early 
Identification of children with 
devel opmentaL problems. 
Sub-areas Include personal - 
social, fine mot-or-adaptlve, 
language and gross motor. 
Te*sts are judged as being 
normal, abnormal, questionable 
or untestable* 

Screening/Assessment 
Designed to-'help identify 
chljjdren needing perceptucil 
training. Sub-areas Include 
Eye/Hand Coordination, Figure - 
Ground, Constancy of 
Shape, Position In Space, and 
Spatial Relationship. Raw 
sc&res are converted to age 
equivalents and scaled scores. 
A perceptual quotient Is 
yielded. 



Age Range/ 
Disability 



Examiner 
Qualifications 



Other 



CA: 2-5 
for the 
mildly 
Impaired. 



yrs- 



Birth - 6 
yrs. - Al 1 
Disability 
Groups/ 



CA: 3-9 yrs. 
All 

disabimy 
groups. 
Adapted 
manual avail- 
able for deaf 
and no/i- 
Engllsh 
speaking ^ 
child. 



Should be familiar with 
items. Designed for * 
use by classroom 
teacher. 



No Special Training 
Required. 

Parent may accompany 
child. 



Should be trained and 
observed by a qualified 
administrator, and 
thOfOugh*\y familiar 
with the test. 
Generally, s^^puld not 
be a regular classroom 
teacher. 



9 copies 
(consumable) 

Materials not 
prov^ded^ 17 
common Items 
Including toys 
(listed In 
manual). 



1 Reference 
Manual 

Consumable Test 
Forms. 

Kit materials 
missing but can 
be substituted. 



Test Materials 
Complete 

Consumable Test 
Booklets. 

Materials not 
provided: 
pencils 
(colored) and 
paper. 
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Test 



Environmental 

Language 
Inventory (E-LI) 



Author/ 
Publisher 



Purpose/Description 



McDonald 

Charles E. 
Merrill 

Publishing Co. 
1978 



Assessment 
Provides Information about the 
child's speech/language. 
Assists In determining child's 
understanding of, the semantic 
rules of grammar. Yields 
scores* for conversation, 
Imitation arid play. 



- Age R^nge/ 
Disability 

CA: 2 yrs. - 
Adult. All- 
Disability 
Groups and 
Normal 
.^ildren. 



Enviroflmental 
Prelanguage 
Battery (EPB) 



N> 



Goldman - 
Fristoe - 
Woodcock Test of 
Auditory 
Discrimination 



/ 

Horstmeier & 
McDonald 

Charles E. 
Merrill 

Publishing Co, 
1978 



Screening 
Provides* diagnostic assessment 
of child prior to prescr^iptive 
training. Provides scores in 
Foundation for Communication, 
Early Receptive Language, 
Sounds^ Single Wards, and 
Begir/ning Social Conversation. 



Goldman, * 

Fristoeand 

Woodcock 

American 
Guidance 
Service, Inc. 
1970 



/ ^ Assessment 
Resigned to provide measures of 



speech-sound disrrimination. 
Includes a quiet kub-test and a 
noise sub-test. Scores may be 
converted to percentile ranks. 



Any age 
individual 
who Is 
functioning 
on the non- 
verbal level 
of commuQica- 
tion develop- 
ment. All 
disability 
groups. 

3.8 yrs - 
Senior Adujt 
All 

Disability 
Groups. 



Examiner 
Qualifications 



Other 



Should be familiar with 
the intent and theory 
of the ELTso that 
spontaeous adaption may 
be made 1/ necessary. 



Designed for use by 
speech/1 angyage 
cl InitiarT. * May be 
given by trained' 
teachers, psychologists 
and parents. Examiner 
should be familiar with 
test procedures 
and have abilityvto be 
creative in 
administration^ * 



Must be familiar with 
the manual andvscoring 
and able to establish 
rapRort with person 
being- tested. 



1 Manual 

Consumable Score 
Forms 

•Materials not 
provided: 17 
common items 
including toys 
(listed in 
manual ). 

Manual missing 

Consumable Score 

Materifls not 
provided: 22 
common items 
including toys 
(listed in^ 
manual). ^ 

Test Complete , 
« 

Consumable 
Response Form 

Materials not 
provided: tape 
recorder, ear- 
phone sets* 
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Test 



^tSfcall Early 
^'fedralng P^ofil^ 
(HELP) 



Kindergarten 
Auditory 
Screening Test 



VO 



Learning Accom- 
plishment 
Profile (LAP) 



• /(uthor/ 
Publisher 

Furuno, 
O'RelDy, ' 
Hosaka,; 
Inatsuka, ; 
Allman, and ' 
Zelsloft. 

VORT 

Corporation 
1979 

Katz 

Follet 
Publishing 
Company 1971 



Purpose/Description 



San ford 

Chapel' Hill 
Training - Out* 
reach, Project 
1974 



Screening 
Provides a month to month 
sequence of normal 
developmental skills in the 
areas .of cognitive development, 
language, gross motor, fine 
motor, social -emotional and 
self-help. Provides a 
comprehensive visual picture of 
the child's functioni-ng levels. 

Screening 
To determine a child's ability 
to Interpret auditory 
information. Sub-areas include 
speech in ehvironmental noise, 
phonemic synthesis and 
same/different. Each subtest 
is scored as pass, fail or 
borderl ine, 

Screening 
Designed to^ provide a record of 
the child's existing skills in 
'the foUiowing ^eas; gross 
motor, fine motor, social, 
self-help, cognitive and 

>)angua'ge, A developmental age 
is determined and a change in 

' rate of development may be 
e6mputed. 

y 



Age Range/ 
DisabHity 

Birth - 36 
months. All 
Disability 
Groups. 



Kindergarten- 
Grade 1 
Learning 
Disabled, 
Mental ly 
Retarded, 
Hard of . 
Hearing. 



1 moY|th - 6 
years. All 
Disability 
Groups. 



Examiner . 
Oualifjcations 



Other 



\ Activity Gulde^* 



No special training 
necessary. Examiner 
should be^ very familiar 1 set HELP 
with the child. , charts. ' 



None 



1 Manual and 
Record 

Consumable 
Response. Books 
' ' * * 

Matetrlals riot 
provided: ^ 
Record Player. 



S^ouia be familiar with ll?a>!ual 
the LAP items. May be . . . ' 

classroom teacher. • Consumable 

> Record^g Book 



"J 
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Test 



Lindamood . 
"Auditory 
^ Conceputallza- 
tion Test 
(L.A.C, Test) 



McCarthy Scale? 
of Children's ^ 
Abilities " 



McCarthy 
Screening 



Test 



• Author/ 
Publisher 

Lindamc^od & 
Lindamood 

Teaching • , * 
Resources Corp, 
1971 



Purpose/Description 



^McCarthy 
The 

Psychological 

Corporation 

1972 



1^ 



.McCarthy 

PsychoTogic^l 
Cor^ration 
1978 ' 
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Screening/Assessment 
Designed to measure- auditory 
perception. Tests isolated 
sounds in sequence and sounds 

.within syllable patterh. 

^*Cut-off scores for grade levels 
K-12 ar^ provided. ' 



] Assessment 
Assesses general intellectual 
level as well as strengths and 
weaknesses in important, 
abilities. 18 subtests are 
grouped to form Verbal, 
Perceptual-Performance, 
Quantitative, Memory and >1otor 
.scales. An overall General 
Qognitive Inde« is computed on 
the bas)s of scores^obtained on 
the Verbal, Perceptual- 
Performance and Quantitative 
Scales. 



Screening 
To identify children who are 
likely to encounter difficulty 
in coping with school work. 
Sub-areas include right-left 
orientatlion, verbal memory, 
draw-a-person, numerical 
me;(nory, conceptual grou pinqa nd 
by coordination. Scores are 
compared to percentiles and 
judgeid* to be Pass, F^l or at 
Risk. ^ ^ , 



Age Range/ 
Disability 

Preschool - 
Adult. All 
disability. ^ 
groups but 
hearing 
impaired. 
Modififcation * 
for 

physically 
handicapped 
may be 

needed. 

CA: 2 1/2 - 

8 1/2. All 

disability 

groups, 

especiially 

children 

thought to be 

learning . 

disabled. 

Prerequisite 

skills: 

Receptive S 

expressive 

language, 

motor ♦ 

abilities, 

ability to 

manipulate 

objects. 

4 -6 1/2 ( 

yrs. Learning 

Disabled 

Mildly. 

Merltally 

Retarded 



Examiner 
Qual ifications 



Other 



Should be familiar wfth 
,the manual , and the 
correct pronunciation 
of the the sounils and 
syllables. ' 



Should have clinical 
familiarity with the 
battery and' experience 
with indivudal 
assessment of youn^ 



childf'en. 



Teachers and 
paraprofessionals 
should be traine^d by 
professional 
experienced with the 
McCarthy Scales, 
including supeRvisor 
practice. Follow-up or 
refierral decisions 
should be mde by a 
professid^ial 



TrfSt Materials 
Complete 

Consufnable 
Record Sheets. 



2 Complete Tests 

Consumable 
Record Forms and 
Drawing Booklets 

Materia.ls not 
provided: 7 
common items. 



Test Materials 
Complete 

Consumable 
'Record Forms, and 
Drawing Booklets 

Materials not 
provided: 4 
-common items. 



I'Jo 



Test 



Minnesota 
Preschool Scale 
^A 



Motor-Free 
Visual 

f^erceptlon Test 
(MVPT) 




Author/ 
Publisher 

(soodenough, Van 
Uegenen & 
Maurer 



Purpose/Description 



American 
Guidance 
4Serv1c6, 
1940 



Inc. , 



Hammlll 

Academic 
Therapy 
Publications, 
1972 



Peabod^^Plcture 
Vocabulary Test- 
Revised (PPVT) 
Forms L and 



Dunn & Dunn 

American 
Guidance 
Service 1981 



Screening/Assessment 
Investigates ch11d*Werbal and 
non-verbal IntelSlgefte^ In 26 
sub areas. 

Stores may be converted to 
C-scores, percentile ^ 
placements, or IQ equivalents. 



Screening 
Tests child's visual perceptlori 
ability regardless of motor ^ 
Involvement In the areas of 
spatial relationships, visual 
discrimination, figure-ground, 
-visual closure and visual 
memory. Raw scores converted 
to a perceptual age and 
quotient; 



Sc reen 1 ng/Asses sment 
Tests Receptive Vdc'abulary 
Raw scores converted to age 
referenced norms or grade- 
referenced derived scores. 



Age Range/ 
Disability 



^CA: 2-6 years 
^Mentally 
Retarded, ^ 
Learning 
Disabled, 
Speech 
Impaired, 
Physically 
Handicapped 



CA: 5-7 years 
Physically 
Handicapped; 
Learning 

,J)1sabled; 
Mentally 
Retarded; 
Test results 
from 4 year 
old children 

'^^should be 
Interpreted 
wlt^ caution. 



Fo£ persons 
2 1/2 through 
40 years who, 
can see and 
hear 

reasonably 
well and 
understand 
English to 
some degree. 



^ Examiner 
Oual Iflcatlons 



Other 



Should be able to 
establish rapport with 
the child and be 
thoroughly fami'l lar 
with instructions for 
administration and item 
order. 



No special' training 
Classroom teacher 
Psychologist 
Education Specialist 



9: 



Must be familiar with 
test materials and 
manual prior to use. 
Practice in 
administering and 
scoring under 
supervision of 
experienced examiner 
encouraged. No formal 
coursework in tests and 
measurements necessary. 



Test materials 
complete. 
Consumable 
record forms. 
Materials not 
provided: 16 
common items 
including toys 
(listed in 
manual). 



1 manual 

1 set of test 

plates 

Consumable score 
sheets 



Test materials ^ 
complete. 
Consumable 
Individual Test 
Records. 

Dne copy each of 
Forms f\\ , 




10 



i 



Tast 



Portafle Guide to 
Early Education 



, Author/, 
> Publisher 

Blumrf, Shearer, 
Frohman and 
Hilliard 

The Portage 

Project 

Cooperative 

Educational 

Service Agency 

1976 



Purpose/Description 



Screening 
Developed as a guide for 
teachers, parents, and other 
^chtld care workers for 
assessing a chllcT's behavior 
and planning curriculum goals. 
The PGEE is in checklist form 
with 580 developmental ly 
sequenced behaviors in the 
.areas of Infant Stimulation, 
.Socialization, Self Help, 
'Language, Cognition, and Motor. 
No quantitative score or 
developmental age is assigned. 



Age Range/ 
Disability 



MA: Birth- 
years 
Alt 

Disability 
groups 



Examiner 
Qualifications 



Should, be familiar with 
the checklist format. 
May be teacher aide, 
parent, etc. 



Other 



18 Consumable 
Checklists 
Materials not 
provided: Items 
found in home or 
classroom. 



Preschool Dol4 
Attainment 

Record (Research American 
Edition) Guidance 

Service, Inc. 

1966 



Screening 
To provide an assessment of 
children not readily ticcessible 
to direct Examination due to 
sensory 'impairments, 
neuromuscular handicaps, speech 
and language difficulties, 
emotional disturbance, 
resistance or cultural 
differences which reflect - 
environmental problems. Scores 
from the 8 subtests are 
totalled ^r a rajw score which 
is converted to an Attainment 
Age and subsequently an 
Attainment Quotient. 



CA: 6 months- Familiarity with iteifl 1 Manual 
7 years definitions and 

All interview format 

Disability essential. Maybe 
Groups teacher or 

paraprofessional . 



Consumable . 
Record Blanks 
missing 



ERIC 



vi 



li./ 



/Test 



Prfeschool 
Language Scale 
(f^LS) 



Author/ 
Publisher 

Ziiranerman/ 
Steiner 

Charles E. 
Merrill 

Publishing Co. 
1969 



Purpose/Description 



Screening 
To determine dhild's receptive 
and expressive language 
strengths and weakness.es in the 
areas of auditory comprehension 
and verbal abi.lity. A language 
age and language quotient may 
be computed. 



Age Range/ 
Disability 

CA: 11/2-7 

years 

Language 

level below 7 

years. 

Speech 

impaired, 

language ^ 

delayed, 

mental ly 

retarded, 

emotional and 

behavioral 

problems,, 

mild phyic:'al 

handicaps, 

deaf. 



Examiner 
Qual if ications 



Other 



Child Development 

Specialist 

Psychologist 

Speech Therapist 

Teacher 

Administrator 



1 Manual 
1 Picture Book 
1 Consumable 
Scale 

Materials not 
provided: 5 
common items 



Preschool - 
:5 Language 

Screening Test 



Hannah^ 
Gardner 
Joyce Motion 
Picture Company 
1974 



Screening 
Designed to be a screening 
device for the purpose of 
identifying preschool children 
with a language deficit. 
Sub-areas consi^ of visual 
perception, motor development,"^ 
auditory perception, and 
conceptual development. ^ 
Normative data is provided for 
both middle and lower* socio 
economic categories: Raw 
scores are converted to 
percentiles. 



3-5 1/2 years 
TodcHer 
Screening 
Section for 
ages 2 1/2 - 
3 years 



Professional in any 
field associated with 
preschool cfffldren. 



Test materials 
complete 

Consumable score 
sheets, and 
copy-me pages. 



O llx 



Test 



:hor/ 
Publisher 



Purpose/Description 



Psycho- 
educational 
EvalAjation of 
the Preschool 
Child 



'Jedrys^ 
Klapper 
Wortis 

Grune &! 
Strattor 



Pope & 



1972 



Quick 
\NeurolQigical 
Screening Test 
(QNST) 



VO 
00 



Mutti, 4 
sterling & 
Spalding 

Academic 
Therapy 
Publications 
1978 



/ Screening - 
Assesses child/# present j 
functioning and level of / 
achievement in'foTlowing areas: 
Physical functioning and 
sensory status, perceptual 
functioning, comprehension in 
learning for short-term 
retention, language 
comprehension, and cognitive 
functioning. 



Screening 
To ideatffy children with 
learning disabilities. A total 
score is pbtained by' tabulating 
the scfores on thja.lB subtests 
and is judged to be High, 
Susp'ictOus, pr Normal. 



Age Range/ 
Disability 

CA^: 3-6 yrs. 
MA: 3-6 yrS. 
Developmental 
level must be 
adequate for 
age. \ 
Appropriate 
for difficult 
to test 
children, 
e/g. 

emotionall 
disturb 
behavior 
problems. 



Kindergart( 
(Age 5) 
through Grade 
12 

Appropriate, 
for cfrHWfen 
suspected of 
b^ing 
learning 
disabled. 



Examiner 
Dual ifications 



Other 



Should be familiar with A Manual 



items, probes, ^ 
sequences, and 
materials. Examiner 
shouljd be able to keep 
chila in control and 
motivated. . 





T 

Psychologist or perso^ 
in helping'profession^ 
should have 

/administered a minimuiji 
of 25'QNSTs for 
practice and have 
excellent observation 
skills*. ^ 



Corisumable 
redbrd sheets 
•Materials not 
j)pvided: 32 
common items 
including toys 
(listed in 
^manual )• 



1 Manual' 
Consumable 
Recording Forms 



J4 




Wechsler 
Preschool and 
Primary Sc^le of 
Intelligence 
(WPPSl) 



Wechsler 
The 

Psychological 

Corporation 

1967 



ERIC 



llJ 



Assessment 
Assesses the intellectual^ 
capabilities of the preschol 
cbild. The TWO sub areas t)f 
Verbal and Performance are 
divided into eleven subtests. 

Raw scores ^or}verted to scaled 
scores and IQ scores. 



CA: ?-30 Shoultl have experience 

months in testing infants of 

All all ages, and be able 

disability to effectively interact 
groups with infants at various 

levels of' development. 
Should be thoroughly 
familiar with the 
dirctions and scoring 
procedure. 



Test materials 
^complete. 
{^Consumable' 

record forms. 

Ma'^terials not 

pravided: 8 
. common items. 



111 



Ik 



t 



Test 



Progress 

Assessment Chart 
of Social 
Personal 
Development 
Form P (PAC) 



Author/ 
Publisher 

Gunzburg , 

Aux^Chandel^s, 
P-A-C DeptT 
1977 



Purpose/Description 



Screening 

PAC is a systematic observation 
Instrument used to assess the 
social functioning of an 
Individual with mental 
retardal1on# Sub-areas include 
self-help, commurllcatian, 
socialization and occupation 
(fine and gross motor). A 
Social Competence Index is 
computed for each subtest. The 
SCI is a comparison measure and 
the test does not; yield a 
score. 



Age Range/ 
Disability 



CA & MA: 
years. 

Mentally 
Retarded 



0-8 



Examiner Qualifications 



Should be very familiar 
with scoring and 
summarizing procedures. 



Other 



1 set 
(Vol. 



of manuals 
1 Is 2) 



25 consumable 

Recording 

Sheets. 



11.) 
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Test . 



Psycho- ^ 
educational 
Evaluation of 
the Preschool 
Child 



Author/ 
Publisher 

Jedryseky 
Klapper, Pope & 
Wortis A 

Grune & 
Stratton 1972 



Purpose/Description 



Screening 
Assesses child's present 
functioning and level of 
achievement in following areas: 
Physical functioning and, 
sensory st^us, perceptifal 
f unctionliTg, comprehension in 
learning for short--term • 
retention, language 
comprehension', and cognitive 
functioning. ^ 



Age' Range/ 
Disability 

CA: 3-6 yrs. 
MA: 3-6 yrs. 
Developmental 
level must be 
adequate for 
age. 

Appropriate 
for difficult 
to test 
chfldren, 
e.g. 

emotionally 
disturbed, 
behavior 
problems* 



Examiner 
Qualifications 

Should be familiar with 
items, probes, 
sequences, and 
materials* Examiner 
should be able to keep 
child Id control and 
motivated. 



Other 



1 Manual 
Consumable 
record sheets 
Materials not 
provided: 32 
common items 
including toys 
(listed in 
manual) . 



Quick 

Neurological 
Screening Teat 
(QNST) 



Mutti, 
Sterling & 
Spalding 

Academic 
Therapy 
Publications 
1978 



Screening 
To identfify children with 
learning, disabilities. A total 
score is obtained by tabulating 
the sc^es on the 15 subtests 
and is judged to be High, 
Suspicious, or Normal. 



Kindergarten 
(Age 5) 
through Grade 
12 

Appropriate 
for children 
suspected of 
being 
learning 
disabled. 



Psychologist pr person 
in helping profession.' 
Should have 

administered a minimum 
of 25 QNSTs for 
practice and have 
excellent, observation 
skills. 



1 Manual 
Consumable 
Recording Po^rms 



Uechsler Wechsler 
Preschool and 
Primary Scale of The 
Intelligence Psychological 
(WPPSI) Corporation 
1967 



Assessment 
Assesses the intellectual 
capabilities of the preschol 
child. The two sub areas of 
Verbal and Performance are 
divided into eleven subtests. $^ 

Raw scores converted to scaled 
scores and IQ scores. 



CA: 2-30 Should have experience 

months ' in testing infants of 
All all ages, and bS able 

disability to effectively iQiteract 
groups with infants at various 

levels of development. 
Should be thoroughly 
familiar with the 
dirctions and scoring 
procedure. 



Test materials 
complete. 
Consumable 
record forms* 
Materials not 
provided: 8 
common items. ^ 

; 



113 
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Missing Test Materials 

« '' • 

Environmental Prelanguage Battery (fPB) Manual 

> 

Animal Crackers Examiner Manual 

Preschool Attainment 'Record Consumable Record Blanks 

Bender Visual -Motor Gestalt Test Figure Cards 



-J 
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APPENDIX G • 
HIGH RISK INFANTS 

Because of the comparttively reoent early Intervention movement to 
prevent mental f-etardation and other developmental disorders, a whole new 
population of "high risk" or "at risk" Infants has emerged. -These 
children, aged 0-3, are. not necessarily handicapped, although the potential 

9 

for thefr becoming handicapped Is much stronger than the population as a 
whole. It must be emphasized, however, that these children may not receive 
special education services In thi^tate of Maryland until such time as they 
are labeled "handicapped" and placed In a labeled category. It Is entirely 
the decision of the assessment team whether to label a child handicapped, 
and this Is done (Jn an Individual case-by-case basis. Our purpose here Is 
simply to discuss the term "high risk", and to offer suggestions for 
tracking these children, so that special education ser-vlces can be made 
Immediately available when and if the child ever falls into the category of 
hand1cap9ed. 

Categories of Risk 

Three categories of risk have been Identified by Tjossem (1976): 

1) Established risk Infants are those whose early aberr-ant 

development can be linked to a diagnosed medical disorder with a 

known cause, and their potential for delayed or abnortnal 
* 

development Is well known. Downs syndrome Is a classic example 
of this category. These children ar^e usually Identified as 
handicapped very early In life and receive special educational 
services. 

102 




2) Environmental risk infants are those healthy Infants due to Jew 
socioeco^noic status, poor maternal, family, or liealth. care, or 
lack of sufficient opportunity for appropr^late Interpersonal and 
social Interactions. These referrals often come from social 
welfare agencies. 

3) Biological risk infants have a history of pr'fenatal, perinatal, o 
neonatal events which may cause insult to the central nervous 
system and stiSsequently ma(y cause aberrant development. These 
are often premature or low birthweight infants. Infants who 
suffer trauma at birth or develop severe medical /surgical 
problems in infancy also falTinto this category. Referrals 
often come from hospitals or other medical -related agencies. 

These categories of risk are not mutually exclusive, and often occur 
In. combination. 



Cautions 



mm 



Infant tests are often poor predictors of intellectual status 
later in early childhood* Additionally, some behaviors are 
temporarily developrtiental (e.g. ech((^lalia, neurological soft 
signs deteced in infancy, etc.) To avo^d mistakes in 
identification a comprehensive assessment^must take place which 
evaluates all areas of the infant's development. 
It is very easy to regard a high-risk inf^t as certain to be 
handicapped later. In fact, however, a great majority of these* 
infants will show no later developmental problems whatsoever. 
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The reliability and validity of tests are ofterT considered over 
sensitivity (accuracy In Identification of handicap) and-cost 
/(proportion of decisions made In error). 
Most at-plsk Infants win end up developing normally. In most cases; 
It Is wifee to avoid labeling at this point unless a specific handicap Is 
determlneav ^ s mm 

' DRAFT 

Tracking 

Even though, these Infants, may not receive special educa(t1ona1 
services, It may be beneficial to track them so that outcome may be 
recorded, and services provided If the child dpes become handicapped. 

Children at environmental risk may be tracked through social and 
welfare services In most cases. Children at biological risk may be tracked 
through hospitals or developmental clinics. Pubic health nurses may be 
able to monitor children of both categories. - ^ 

It Is suggested that local educational agencies set up simple 
Interagency agreements whereby other agencies that are capable of 
monitoring these high-risk children through their regular procedures or 
services providing, can refer a child Immediately upon suspicion of 
handicapping conditions to the educational agency for full assessment. 
Another' possibility is for the educational agency to obtain access to other 
agency records, in order to check them periodically for. at risk children 
who may rtow be in need of special educational services. These agreements 
must \>e made a ccording to the nee ds and resources of each educational 
Jendy, 



9 1 
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Smnmary 

. Again, the decision whether to labeVa child handicapped and provide 
spelcil educational services remain entirely vrith the assessment team. 
High-risk Infants who do not become labeled handicapped may not be served 
by the public schools, but may be referred to other agencies for services 
and traj:k1ng. Biologically high-risk Infants are usually already being 
monitored developmental ly. Environmentally high-risk children may be 
referred to sbql^l services agencies for family Intervention, or to private 
or other public Intervention programs (e.g. private nursery schools, Head 
Start, etc..), It is Important, however, to monitor these children so that 
services become Immediately available If necessary. 



7 9-) 
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DRAFT 



Summary 

Again, the decision whether to label a child handicapped and provide 
special educational services remains entirely with the assessment team. 
High-risk infants who do not become labeled handicapped may not be served 
by the public schools, but may be referred to other agencies for services 
and tracking. Biologically high risk infants are usually already being 
monitored developmental ly. Environmentally high risk children may be 
referred to social service agencies for family intervention, or to private 
or other public intervention programs (e.g. private nursery schools, Head 
Start, etc.). It is important, however, to monitor these children so that 
services become immediately available if necessary. 
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APPENDIX H 



IMPLEMENTATION MATRIX 
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AREA: I. Child Find Public and Professional Awareness Development 



OBJECTIVE: 1*1 To develop and Implement a system (model) to build public and professional awareness. 



Action Step 


STATUS 


IMPORTANCE 


Implementation Steps 


Planned 


Partially 
luplem. 


Fully 
Implem. 


Desire- 
able 


Impor- 
tant 


Critical 


1.1.1 Identification 
' of SEA personnel as 
coordinator (s) of the 
system. 

x 

M 
O 
00 

• 








fit 




X 


-Utilize Child Find Coordinator or Identify 
person to coordinate system for the birth 
to three population. 

< 


1.1.2 Identification 
ot all agencies to be 
i^ahe aware of Child 
Find and special 
education services. 

ERLC , 




X 






1 — 


X 


-Continue efforts to Identify and inform 
agencies. 

1 2 7 

















2. 

4 


AREA: Child Fitid Public and Professional Awarenesfe Development 


! 


• ■ ■■ ■ 

OBJECTIVE: 1.2 To prepare personnel to conduct public and professional awareness. / 








Actidn Step 


Planned 


MAiUb 

Partially 
Implcm. 


Fully 
Imp 1 em. 


i 

Desire- 
able 


m'UKlANCfc 
Impor- 
tant 


Critical 


Implementation' Steps , 


1,2.1 Development ^ 
of a trainer of 
trainer model spec- 
ifying training 




^ 




X 






-This model will assure consistency^ and 
continuity in implementation, but other 
methods of dissemin§.tion of information 
could be employed (e.g. handbook). 

< 

■t 


1* 2, 2 Implementation 
of New Directions for 
the Handicapped - 
Physicians Training 
Project, 


X 








X 




-Include private physicians in training project 
as well as physicians from hospitals^. 


601 
















1«2.3« Implement 
staff development 
model. 


X 






^ X 


* 




t 


ERIC 














: /. 
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AREA: I« Child Find Public and Professional Awareness Development 

OBJECnVE: 1,3 To Hevelop cooperative liaisons with state agencies involved with populations of young children. 



Action, Step 


Planned 


STATUS 
Partially 
Implem* 


Fully 
Imp 1 em. 


I 

Desire- 
able 


MPORTANCE 
Impor- 
tant 


1 

Critical 


Implementation Steps 


1,3*1 Identify 
types of personnel 
in agencies who 
will be appropriate 
for liaison 
activit ies,' 

% 

O 




X 






X 


\ 


8 

« 


1*3*2* Recommend 
support from MSDE 
specialists (graphic 
arts, public infor- 
mation) to assist 
in campaign imple- 
- mentation. 

13'i 

o 

ERJ.C 




X 




vX 


• 

V 


S/ 


• 

c 

i 



4. 1 

AREA: K Child Find Public and Professional Awareness Development . • 
OBJECTIVE: To develop a system (model) for using support services in an fctffective public and protessionai 

^ ^ . * — • ' 

awareness campaign. 

— — - . . * ' 




Action Step 


STATUS 


IMPORTANCE 


, . ^ 


Planned 


rare 131 i y 
Implcm. 


!■ uiiy 
Implcm. 


De sire— 
able 


Imp^or— 
tant 


Critical 


Implementation Steps 


j 

I 

1 


1.4.1 identify 
public information 
resources at state 
and local levels. 

t 


• 


X 






X 




' -LEA Child Find contacts have been designated 
(coordinator) . 

^^St 


1.4.2. Identify 
and/or produce print 

-and media materials 
for dissemination 
with interagency 
input and partici- 
pation. 

I-* 




X / 






X 




-Seek more interagency input and participation. 

* 

s 


1.4.3. Sharing of 
produced documents 
within and among 
agencies. 




X 


1 


t 


X 


» 


-For example. Child Find brochures and other 
documents have been sent to other agencies, 
and other agencies havd shared information 

'with MSDE. 


1.4.4. Evaluate and 
revise materials afi 
necessary. \ 

13 J 

ERLC 


\ 




! 




X 







^: 1 

^^^^ I* Child Find Public and Professional Awareness Development 



QB^TEjjyiVE: 1,5 To evaluate the effectiveness of the public and professional awareness campaign. 



Action Step 


STATUS 


IMPORTAN^CE 


Implementation Steps ; 


w 

Planned 


Partially 
Implem. 


Fully 
Implem. 


Desire- 
able 


Impor- 
tant 


Critical 


1.5.1. Determine 
criteria for evalua- 
tion. 




X 






• 


X 


-Utilize SSIS system to obtain information. | 
-Determine if information is reaching the 
proper persons. 

i 


1.5.2« Compile data. 

H 
M 


X 


A 








X 


-Survey general public. 

i 


1.5.3. Revise pro- 
cedures as necessary. 

13 i 
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X 








X 


\ 


^ 

( 
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* AREA: II. Child Find Activities. 



OBJECTIVE: 2.1 devplop an Interagency system (model) to locate children birt h to three years for the purpose 
# of Identifying those who. may be handicapped and in need of special education ^ 





STATUS 


* IMPORTANCE 




Action Step 


Planned 


Partially 
Implem. 


Fully 
Implem. 


Desire- 
able 


Impor- 
tant . 


Critical 


Implementation Steps , 

I 


2,1,1, Pursue Inter- 
agency cooperation 
regarding common 
criteria, use of 
agency resources, 
and use of compatible 
processes. 

4 


State . 
level 


Local 
level 

• 






X 


\ 


^ 1 

-Tap Into neonatal Intensive care nurseries. 1 

/ 


. 2.1.2. Develop 
Interagency llaison(s] 
network for Child 
rind activities. 


SEA 












^ 1 
^ j 

^ ^^^^^^^ 


H 

u 


t 




* 










1 








J 




\ 


> 


2.1.3. Develop pro- 
cedure to transmit 
Child Find data 
among agencies.. 


SEA 


LEA 








X 


-Establish log of referrals to share with , ! 
other agencies. 


ERIC 




V 




« 






1 
1 

i 



Cy^kSSt/ II. Child Find Activities 

OBJE£IIVE: — 2^ To approoriatelv prepare Child Find personnel. 





STATUS 


IMPORTANCE 




Action Step 


Planned 


Partially 
Implem* 


Fully 
Implem. 


Desire- 
able 


Impor- 
tant 


Critical 


Implementation Steps 


iaenLiry 
target audience* 




• 


X 






X 


\ . . _j 

- Lis t Is given In plan • ^ 


2.2.2. Develop 
trainer of trainers 
model. 


/ 


X 


> 




X 




V 

1 

* ! 


2, 2, 3* Develop 
training content* 

* 




X 








X 


MM 


2.2,4* Implement 
staff development 
model. 

ERIC ^ ln.j 




X 


• 






X 





AREA: II-' Ch ild Find Activities 

OBJECTIVE: 2j^3 To evaluate the effectiveness of Child Find Activities. 



Action Step 


SIATUS 


IflPORTANCE 


Implementation Steps ^ 


Planned 


Partially! 
Imp^lem. 


Fully 
Implem, 


Desire- 
able » 


Impor- 
tant 


Critical 


2.3.1 Determine 
criteria for evalua- 
tion. 


• 


X 


i — 




X 




-Measure referrals based on population* 

• 


2. 3. 2, Compile data, 

r 

H 
H 

m 

^ 




X 


• 






X 


-Determine how to gather data. 
-Analyze data. 


2,3,3 Revise pro- 
cedures as necessary » 

/ ERIC 


X 


1 


> 

i 




X 




• 

* 



• 
















AREA: III. Screening 












1 




OBJECTIVE: 3.1 


To develop a amfiDLTinQdeX) to provide screening of children wlrthin the birth to three population 

who are suspected of having , handicapping conditions. 






STATUS 




IMPORTANCE i 


' — 1 ■ 


Action Step 


' — - - 
Planned 


Partially 
Implem. 


Fully 
Implem. 


Desire- 
able 


Impor- 
tant 


Critical 


Implementation Steps 




,3.1.1 ♦ Recommend 
personnel to act as 
coordinatpr(s) of 
state level activ- 
ities related to 
interagency screen- 
ing functions. 

» 


— - 1 






* 




X 


-Interagency Coordination exists - 
screening efforts n*eed to be expanded. 

« 




3.1.2 Pursue inter- 
agency agreements. 

ON 




X 

s 

♦ 






• 

X 


X 


• 






















3.1.3 Recommend 
guidelines to assist 
LEAs in 6Qordinating 
screening or pro- 
viding screening 
services for the 
birth to three 
population. 


• 


X 






X 




■ ■ ~ ' V - . . 




ERJC 




• 
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AREA: • Screening 



OBJECTIVE: 3*2 To conduct 8cr;eenlng with appropriately tra ined personnel • 

I 



i 

t Action Step 

1 , 


; STATUS 


IMPORTANCE 


Implementation Steps 
> • 


Planned 


Martially 
Implem. 


Fully 
Implem. 


Desire- 
able 


Itapor- 
t;anc 


Critical 


1 3,2.1 Develop a 
f trainer of trainers 
|f model. 

r 

f 
i 


X 

* 








X 




-Training already exists at local level- 
can use to Improve quality of screening 
(will be tlm^ and cost effective). ^ 


f . ... ^ 

3.2.2 Staff develop- 
ment activities will 
be Implemented. 

^- 

<• 

1 ^ ■ 

1 

^ ^ lit 

: ERIC 


X 


i 


• 




X 

If 




* * 
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AREA: ' III. Screening 

OBJECTIVE: 3>3 To utilize appropriate screening materials > 





Action Step 


STATUS 


IMPORTANCE 


Implementation Steps , 

» 

■ 1 


Planned 


Partially 
Implem* 


Fully 
Implem. 


Desire- 
able 


Impor- 
tant 


Critical 


3* 3*1 Disseminate 
guidelines and 
procedures manual 
to address administra- 
tion And rHT"Pf*t" 

services needs 
germane to screening 
functions • 

H 
00 


X ( 






• 


X 

J 




> 

r 






X 




X 






-Presently being Implemented* 


3*3*2 Compile sample 














-Provide more opportunity to LEAs to use 


Instruments and 














different Instruments* 


devices for review 
















of LEA*s and coopera- 
















ting agencies* 
















• 

Mo 




1 










5SCI / 
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AREA: „JiL_ Screening 

UBJECriVE: 3>4 To evaluate the effectiveness of screening activities. 





' STATUS. 


INPORlANue 




Action Seep 

' • ■ / 


Planned 


Partially! 
I top 1 em. 


Fully 
Implem. 


Desire- 
^ble 


Impor- 
tant 


Critical 


Implementation Steps 


^ ueLennine 
criteria for 
evaluation. 


X 








X 




-Percent of those screened who are ^ 

actually diagnosed and placed. 
-Criteria may include saving time and money. 


t 


• X 








X 






P • 


















• 




V ^^^^^^ 








• 


3.4.3 Revise 


X 


4 

\ 






X 






procedures as 














necessary. 

« 
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• 
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UL Asseaamen^ ^ ^ [ , / 



. OBJECTIVE: 4>1 To develop a system (model) to provide for assessment of childten birth to three years 

who are suspected of having a 'handicapping condition and in need of special education. 



Ac£ion Step 
\ 


Planned 


STATUS y 
PartiafTy 
ImpleA. 


* — ■ 

Fully 
Implem. 


^1 

Dfcsire- 
able 


[MPORTANCI 
Impor- 
tant 


? 

Critical 


Implementation Steps 


4.1.1 Pursue 
interagency agreements 


X 


4 




• 


X 




* 


'4 1 1.2 Recommend 

* 

guidelines to assist 
LEAs in coordinating, 
securing ^or^ providing" 
assessment services 
for the birth toV 
three population. 


* 


X 


i 

» 




X 




-Utilize Protection in Evaluation handbook 
(MSDE). 

V V 


4% 1.3 Recommend; 
^i'delitie's to, assist' 
LEAs i'p iraplfem^nting ' 
the assessment frocess 

• • 15'' 

.* * , 
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X 

* 






^ X; - 

■ 






0 

\ ^- . ' 
• lb. 

1 



AREA: IV* Assessment 



OBJECTIVE: 4> 2 to develop personnel development activities relative to assessment of the birth to three population. 





STATUS 


IMPORTANCE . 




Action Step 


Planned 


Partially 
Implem* 


Fully 
Implem. 


Desire- 
able 


Impor- 
taat 


Critical 


Implementation Steps 

i 


4.2.1 Identifica- 
tion of SEA coordin- 
ator of Inservlce 
tralnlng'speclf Ic to 
assessment of the 
birth to three 
population* 


X 






X 

I 






-LEAs are getting Inservlce as part of • 
State level Initiated training* 


A* 2, 2 Identifica- 
tion of target 
audience to be 
trained*' 




X 






X 






K> 


• 




















• 










iaentltlca-" 
tlon of multldls- 
cl^llnary consul- 
tants for assess- 
ment of the birth 
to three population* 




X 




X 








r> 
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IV. Assessment 



OBJECTIVE: Continued 



Action St^p 


STATUS 


IMPORTANCE 


Implementation Steps 


Planned 


Partially 
Implem. 


Fully 
Implem. 


Desire^ 
able 


Impor- 
tant 


Critical 


4.2.4 Utilization 
of consultants In 
determining training 
content and appro- 
priate training 
format. 

« 




X 




X 






-Have used consultants - continue to do so. 

* 

m 

r 


• 4.2.5 Utilization 4 
of appropriate 
personnel (consul- 
tants, MSDE and 
ro cooperating agency 
^ professionals) In 
Implementing state 
and local level 
training. 




X 






X 


■ 


— ■ * 

-Continue Inservlce. ~^ 


4.2.6 Utilization 
of state evaluation 
system to determine 
effectiveness of 
training at local 
l^vel. 

ERJ.C 


if 

« 




X 




X 




-Use State evaluation consistently. 

M 

/ 

i \; 




AREA: IV. Assessment 



OBJECTIVE: To Identify technical assistance resources to assist LEAs and c ooperafln^ a^mr^aa in pm y-fr^-fn^^ 

^ assessment to the birth to three population. 



Action Step 


STATUS 


IMPORTANCE 


Implementation Steps 


• 

Planned 


Partially 
Implem. 


Fully 
Implem. 


Desire- 
able 


Impor- 
tant 


Critical 


4.3.1 Early Child- 
hood MSDE specialists 
will available to 
provide regional and/ 
01; county bqsed 
training to personnel 
Involved In assess- 
ment activities. 


f 

• 




X 




X 




4 




4.3.2 A collection 
of formal and In- 
formal assessment 
, devices win. be 

p compiled for use In 
training sessions 

j and for review by 

t LEAs . , 


• 


X 

m 




X 


* 


• 




4.3.3 Guidelines 
suggesting appro- 
priate use of 
Instruments will be 
distributed. 


X 








X 




m 


1 


4.3.4 National, 
regional an^^ocal 

' Cechnlc'al assistance 

. resources will be 

: identified. 

1 

! 




X 






X 




• 

4 


V 



17. 



AREA: jyi, Ass ggSTTl gnt 



OBJECTIVE: Tn oiyflliiate t-h^ effective ness of the assessment process, 



Action Step 



4.4.1 Develop 
criteria for eval- 
uation. 



4.4.2 Compile data. 



4.4.3 Revise 
procedures as 
necessary. 
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STATUS 



Planned 



Partiallyl Fully 
Implem. Implem. 



. IMPORTANCE 



Desire- 
able 



Impor- 
tant 



Critical 



Implementation Steps 



-Longitudinal studies may be necessary. 
■Criteria may include whether the placement 
is appropriate. 
-Utilize SSIS system. 
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MARYLAND STATE DEPARTMENT OF EDUCATION 
Division of Special Education 
200 West Baltimore Street 
Baltimore, Maryland 21201 

Early Childhood-Special Education Program 

CONCEPT PAPER 

Maryland has a statutory mandate to serve handicapped children birth 
through age four who are found to be In need of special education and 
related services. The following outlines the position of the Maryland 
State Department of Education, Division of Special Education, relative to 
services for very young handicapped children. 

A. Assumption and Philosophy 

In accordance with the mandate for service, the following assumptions 
are made: 

1. Children learn at a very early age: 

Professional literature supports early Intervention. 

The handicapped Infant needs special help in learning to use his 
body and In understanding what he sees and hears. 
Individualized developmental activities may be used'to stimulate 
the child, to explore, and Investigate. 

The Infant's curiosity can be used to encourage Iprning and 
development. 

2. The parent is the primary teacher for the infant: 

Parents are the focus of the delivery of special education 
services for Infants since they are in a position to foster 
experiences which are a part of the Infant's life at home and 
with his/her family in a variety of settings. Therefore, it is 
our premise that the best approach is to provide training and 
assistance to the parent or other caregivers. 

In Maryland, the legislation provides the opportunity for 
handicapped Infants to receive full appropriate education. The 
services provided in occurrence with the statuatory mandate are 
directed specifically toward children who are determined through 
appropriate assessment as having special education needs. Special 
education services are designed for children Identified as handicapped 
in the 11 areas identified in Bylaw 13.04.01. The provision assumes: 

a. that 3lV handicapped children are able to learn in some 
way, 
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b. that a handicapped infant needs specialized intervention 
to maximize self sufficiency, 

c. ^hat parents land other caregivers are entitled to supportive 
and specialized educational services, and- 

d. that a portion of the total cost of an early childhood 
program may be recovered from the savings which .result as 
participating students progress through schools requiring 
less costly forms of education^,^ 

Types of Services 

Three models may be used to deliver services to haff^icapped 
children frpm birth to age four - home based, center based and a 
combination' of home and center based. 

Home Based Instruction ' . . 

Home instruction provides intensive one-to-one teaching of parent 
and child in the most natural and least restrictive environment. 
Teaching methods and materials are tailored to fit. a child's-learning 
style, activity level, and attention span in harmony with his/her 
daily routine. n 

Home instruction involves a teacher who sees fami lies/ perhaps as 
often as twice a week. The special education* teacher may serve as the 
leader of a multidi scipl inary team of practitioners which may include 
an occupational or physical therapist, speech-language pathologist, 
nurse, social worker, or aide. * 

According to Shear (1976), the educational advantages to home 
based services are: 

1. Learning occurs in the parent and child's natural 
environment. 

2. There is direct and constant access to behaviors as they 
occur naturally. ' ^ 

3. It is more likely that learned behavior will generalize and 
be maintained if the behaviors have been learned in the 
child's home environment and taught by the child's natural 
reinforcing agent, parents. , 

4. When instruction occurs in the home, there is more 
opportunity for full family participation in the teaching 
process. 

5. There is access to the full range of behaviors, many of 
which could not be target for modification within a 
classroom. 
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6. It is hypothesized that the training of parents, who already 
are natural reinforcing agents, will provide them with 
skills necessary to deal with new behaviors when they occur. 

7. Individualization of instructional goals for both (parent 
* and clfnd) is a ... reality, (pgs. 33,6-337). 

Center Based Instruction 

The design most frequently used involves several learning 
stations where parent(s), child, teacher, and therapist or aide work 
with the child on selected developmental activities. These 
developmental activities may focus on motor^, communication or, 
cognitive learnfW)g. 

Because parents meet regularl>;^ithin a group, this design is 
likely to foster relationships amon^parents and facilitate both 
informal and structured discussion of common problems and soliitions. 

For the older handicapped preschooler, this design "affords an 
opportunity for the child to have a variety of contacts with peers and 
the staff" (Connor, 1978) and promotes the development of 
socialization skills. 

Home and Center Based Instruction 

This design combines the above approaches. Children may be 
seen in the home and in the center. A combination home and center 
based model offers flexibility in meeting parent and child needs. 

Consideration for Developing the Individualized Educational Program 

f 

Early intervention is based on the premise that the parent, as 
the first and most natural teacher of the young child, should continue 
in this role and that professionals can help parents to teach their 
handicapped child effectively. Consequently, successful early 
childhood education results from successful parent education. 

The Admission, Review, and Dismissal Committee has the 
responsibility for developing an lEP for each handicapped child. 
Although the lEP generally focuses on the chil d' s -educational and 
therapeutic goals and objectives, both parent and child needs should 
be considered when selecting the format and content of service 
delivery. 

Hands-on services by professionals on a daily basis is not 
considered necessary or optimal for the efficacy of early 
intervention. Exemplary programs federally funded for outreach and 
replication generally provide one - two family contacts each w^ek with 
home visits or center sessions lasting one - three hours.* 

Early intervention programs conducted in Maryland generally 
follow a similar pattern of regularly scheduled sessions. 
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General' <:ons1der5t1ons for the deterjnri nation of the type of 
services -include: ' * . 

1. Commitraent to the philosophy of providing, appropriate 

training to the parent without assuming the parent's natural 
•teaching and caregiving rede. 

'2. A guiding principle 1n' effective early intervention 

• ' techniques is to incorpor^ite educational techniques into the 
■ 'routine activ4ties of daily living, assuring frequent 

* repetition in a natural setting. 

The AftD commlttee-sHould consider increasing or'diminishing 
\^ frequency o\ services on- an .individual basis, based upon the child' 
needs and parents' schedule. 

0.' Transporta-tion ^ ^ ♦ 

Transportation of handicapped preschoo!ers shall be in accordance 
with Bylaw 13.04.01.03H, 



s 
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APPENDIX D 

I 

interagency i^greenient: Maryland State Department «f Education 

: ■ and Maryland State Department of Health and 
Mental Hygiene 
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I NTERAfiEMCY, AGREEMENT 

Coope-rative Aareement between the Maryland State Department of 
Education, Division of Special Education, and the Maryland State Department 
of Health and Mental Hygiene, Crippled Children's Services, S.S.I. Disabled 
Children's Proqram. 

April 1, 1981 
I. Rationale 

There are a variety of federal and state mandates which require 
the cooperative delivery of services to handicapped individuals. 
^ P.L. 94-142, Section 121a. 301, states that each state nay use 

whatever state, local, federal, and private sources of support are' 
available in the state to meet the requirements of a free appropriate 
public education. 

P. L. 94-566, Section 51a. 309 requires cooperative aqreenents 
among state agencies which provide services to disabled children. 
The puroose of the cooperative aqreement is to assure that services 
under the plan are coordinated^ with all responsible agencies 
providing services to disabled children and that all reasonable 
efforts are made to jse existing services and to obtain financial 
support from these agencies. 

Maryland Bylaw 13.04.01.030 states that the State Department of 
Education, in collaboration with other state agencies, shall 
establish, implement, and maintain state. interagency coordination to 
Insure the development of fnteraqency planning and implementation of 
programs for handicapped children. 
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In Maryland, the State Coordinating Committee on Services to the 
Handicapped was established in June 1978. One of the Committee 
charges was "to coordinate Its efforts with all state agencies and 
Departments serving the "handicapped children of this state." 

V 

IL Statement of Issue 

The Maryland State Department of Education Is the designated 
state agency responsible under P.L. 94-142, Maryland Educatior? 
Article 8.401, and^Maryland Bylaw 13.04.01 for assuring that all 
handicapped children birth through 20, receive a free and appropriate 
education and that each child has an Individualized education program 
appropriate to the child's special education needs. 

Th« Maryland State Departsient of Health and Mental Hygiene, 
Crippled Children's Services is the designated state agency 
responsible for impl anenting the provisions of the Supplemental, 
Securi^ Income-Disabled Children's Program tSSI) under Title XVI of 
the Social Securi^ Act. Referrals of blind or disabled children 
under the age of sixteen (16) are made by the Social Security 
Administration tb the State Agency administering the SSI/DCP. It is 
the responsibility of the Supplemental Security Income-Disabled 
Children) s Program to provide an Individual Service P-lan (ISP) to 
meet the comprehensive needs of the child receiving SSI benefits 
under the age of 16. The Supplemental 'Security Income-Disabled 
Children's Program is responsible for the administration of a State 
Plan which pr^ides for counseling, establ ishing' and monitoring of 
individual service plans, referrals for disabled children under 16 
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years of age, and the provision of nwdlcal , social, developmental, 
and rehabilitative services for disabled children under s^ven years 
of age, as*>«11 as for those children 7-16 years -who have never 
attended publ to school . 

. Purposes of the Agreement 

It Is" the Intent of this agreanent to: (1) specify each agency's 
respcnstblllty to the handicapped Individual; (2) deTTneate those 
services -to be provided by each agency; (3) define the process whereby 
each agency assumes the financial responsibility for providing the 
service to the Individual; (4) provide a mechanism for an 
uninterrupted flow of services to the individual as Indicated In both 
the Individualized education plan (lEP) developed by education 
(including therapy services), and In the Individual Service Plan 
•developed by the SSI-01sabled Children's Program; (5) provide a system 
for joint planning at the local Teve4 to insure that all resources 
will be utilized in an effective manner; (6) attempt to eliminate the 
duplication of services; and (7) establish and maintain channels of 
communication and cdordlnation at the state level and provide a 
mechanism for collaboration at the local level • 
A. Referrals 

Referrals to both agencies shall be a comoined 
responsibility. The Department of Education (through local school 
systems) and the SSI/OCPwill reter those disabled children to 
the appropriate agency/resource for supportive services. 
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1. Referrals to SSI/DCP 

A. An referrals from an educational agency should be 
for disabled children age 0-16 years of age who are. 
receiving SSI benefits. 

B. Referrals should be made to the appropriate case 
manager (see attachment) of the SSI/DCP according to 
the child* s geographical location (home) with 
information related back to the school system 
indicating additional services and case status. 

C. SSI/OCP will have form for referral (see 
attachment) . 

2. Referrals to Department of Education 

A. Referrals to an educational agency for special 

education services should be coordinated through the 

♦ 

local Child/Find Coordinator or administrator for 
special education with feedback from the Local Child 
Find Coordinator to the SSI/DCP case manager indicating 
follow-up services, school placement, etc. 

B. Referrals will be accepted for those children age 
0 through 20 years of age. 

C. Referrals may also be rnade to the State Child Find 
Hotline 383-6523. 

Exchange of Information 

The exchange of information between the Department of 
Education, locaV education agencies, and SSI/DCP shall be mutual. 
It is expected that information concerning clients will be 
exchariqed for professional use with appropriate safeguards to 
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protect its confidential ^nature. Signed consent for referral by 
a parent or guardian shall be required by both agencies for all 
dependent children. Primary responsibility for obtaining the 
necessary release of information will be that of the ref^ring 
agency, 

1. The exchange of the Individualized Education Plan (lEP) 
and the Individual Service Plan (ISP) shall be automatic 
{with signed parental consent) and free flowing for those 
persons from both aaencies working with the child and 
participating in the development of the plans, 

2. The SSI/OCP program director will identify monthly by 
county to'the Department of Education those children who are 
SSI recipients with signed parent consent. This information 
will be sent to LEA Special Education Supervisor, 

3. Any new evaluations or assessments done by the LEA for 
the SSI child should be sent to the case manager. 

, ^Responsibili ty for any costs for duplication will be 
mutually determined by the SSI/DCP case manager and the LEA 
(designee,- All evaluations obtained by the SSI/OCP case 
manager pertinent to the educational needs of the child will 
be sent to the local supervisor of special, education, with 
signed parental consent, 

4. Only that information which is originated by the two 
agencies will be released. 
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Development of Individual Service Plans and Individualized 
Education Plans 

Both the ISP and the lEP are to be written and based upon a 
multi-disciplinary assessment of the child's needs and ^strengths. 
Every effort should be made to insure that a representative from 
both agencies participates in the planning of the lEP and ISP. . 
This is consistent with the mul ti-discipl inary team approach in 
the SSI/OCP and the Admission, Review, and Dismissal Committee 
(ARO) in the local education agencies. 

1. The SSI/OCP case manager will be included in the 
planning of the lEP, the annual review of the lEP, and the 
re-evaluation of the lEP for those SSI recipients known to 
SSI/OCP. 

2. Local education personnel (designated by the special 
education supervisor) will be included in the planning and 
development of the ISP. 

3. In those cases where LEAs have developed an lEP which 
meets the content requirement and is appropriate to the 
needs of the ISP, the lEP will be incorporated into the ISP. 

4. Whenever a significant event occurs with the client, 
that will 1nterfe.re with the objectives written in the I£P 
or ISP, there will be\a cooperative exchange of relevant 
reports originated by the agencies, with signed parental 
consent. 
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Provision of Services 
1. SSI/DCP 

According to the Public Law ''94-566. wi th funds made 
available under said Act, the SSI/OCP is mandated to provide 
for counseling, development of individual service plans, and 
referral for disabled children under 16 years of age, and 
provides medical, social, develoomental and rehabilitative 
services for disabled children under 7 years of aqe and 
those who have never attended public school. However, the 
pronram is also mandated to explore and utilize services 
proviiled by other federal, state and local agencies, and 
community resources before utilizinq SSI/OCP funds. When 
all other resources leqalj|y mandated to provide services to 
SSI children 0-7 years have been utilized or are not 
available, the SSI/OCP may provide the required services 
needed to carry out the objectives set forth in the child's 
individual service plan. 

Public Law ^4-S66 mandates that SSI/OCP funds can be 
spent .to*purchaso services only for those children .iqe 0-6 
years of age or those children 7-1 6. years of aqe who have 
never attended public school, provided no nether aqency is 
' mandated to provide the service. Ser'vices can continue 
beyond the an& of six or beyond the termination from SSI, if 
abrupt termifiation of services would be contrary to aood 
medical practice. 

The following services may be provided to blind and 
disabled children receiving SSI benefits: ( Services may 
include but are not limited to the following:) 

i "2 
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a. Preventive, diagnostic, and treatment services of a 
physician and, as appropriate, physician extenders; 

b. In-patient and out-patient hospital services; 

c. Dental services; 

d. Nursing services; 

* 

e. Home health services; 

f. Social services; 

g. Rehabilitative services Including long-term and 
short-term physical and occupational therapy; 

h. Speech and hearing services; 

i . Vision services; 

j. Child development services; 

k- ^ Mental health services; 

1, Counseling services including rehabilitative, 

developmental, social, occupational, and educational 

counseling; 
m. Allied health services; 

n- Pharmaceutical services including the provision of 

drugs; * 
0, Medical device and related services; 
p. Transportation services needed to carry out the 

individual service plan; 
q. Emergency medical services; 

r. Mutr^ition services as needed to assist in carrying out 
the individual service plan; 

r > 
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s. Reading and interpreter services for the deaf and 
blind; and 

t. Othei^ services necessary to assist in carrying out the 

individual service plan. ' - 
Oepartment of Education 

Public Law 94-142 mandates that the State Department of 
Education have in effect policies which insure that all 
handicapped children have the right tp'a free appropriate 
public education. All children who ar? handicapped, 
regardless of the severity of their handicap, and who are in 
need of special education and related services must be 
identified, located, evaluated and provided an appropriate 
program of special education and related services to meet 
their individual needs. Related services may include 
transportation, and such developmental, corrective, and 
other supportive services h'ncliiding speech pathology and 
audiology, psychological services, physical and occupational 
therapy, recreation, and medical and counseling services, 
except that such medical services shall be! for diagnostic 
and evaluation purposes only) as may be required to assist a 
handicapped child to benefit from special education and 
includes the early identification and assessnftrit of 
handicapping conditions in children. 

p. L. 94-142 niakes a number of critical stipulations' 
which must be adhered to by both the state and its 
localities.' These stipulations include: \ , 
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assurance of extensive child Identification 
procedures; 

assurance of "full service" goal and detailed 
tlmetabl e; 

a guarantee of complete due process procedures^ 
the assurance of regular parent or guardian 
consultation; 

maintenance of programs and procedures for 
comprehensive personnel development including inservlce 
training; * 

assurance of special education being provided tQ all 
handicapped children in the "least restrictive" 
environment; 

assurance of procedures which insure nondiscriminatory 
testing and evaluation; 

a guarantee of policies and procedures to protect the 

« 

confidentiality of data and information; 
assurance of the maintenance of an individualized ^ \ ', 
education program (lEP) for all handicapped children; 
assurance of an effective policy guaranteeing the right 
of all handicapped children to a ffee,-- appropriate 
public education, at no cost to p5H^ents X3r guardians; 
assurance of procedures to provide ^ surrogate to act 
for any child whose parents or guardians are either 
unknown or unavailable, or when said child is a legal 
ward of the state. 
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Liaison Representatives 

A 

A. State 

The administrators or their designees of the respective 
agencies will insure time and staff necessary to insure 
appropriate liaisgn for implementation of this agreement. The 
state liaison representative in the SSI/OCP will be the program 
director. In the Department of Education, the liaison will be 
the interagency specialist and the regional administrators. 

B, Local 

^ In the SSI7dcP, the liaison will be the case managers. In 
the local education system, the liaison will be the LEA special 
education supervisors or their designee. ' . 

State Plans 

The (dryland State Department of Education and the Supplemental , 
Security Income • Disabled Children's Program unit agree to exchange 
copies of their approved State Plan and to keep the other agency 
informed as to pertinent changes that would affect interagency 
cooperation. 

Each agency will be familiar with and responsible f^r 
Interpreting, when appropriate, the intent of the other state agencies 
program to people at varioi/s levels as they work cooperatively to 
integrate the two programs. 
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VI* Review of this Agreement 



At least annually, there will be a renewal of this agreement by 



review, and revise services as needed. At these meetings, problems, 
including financial responsibility, may be identified, issues 
discussed, and problems resolved. Amendments can be made by mutual 
agreement. Annual reports will be provided to appropriate personnel 
in both agencies. The components of this agreement will be reviewed 
with new personnel in both agencies to assure awareness and to fulfill 
the terms of this agreement on an ongoing basis. 



the state liaison representatives of the two agencies 



:o update. 



CHARLES ft. SUCK, Jr., Secretary 
Department of Health & Mental 
Hygiene ^ 



OAVID HOftneeck 

Superintendent of Schools 
Department of Education 



Judson F. Force, M.D., M.P.A. 
Director 

Developmental Disabilities 
Administration 



Martha J . Irvin 

Assistant State Superintendent 
Division of Special Education 
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